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A STUDY OF 102 CASES OF ATROPHIC ARTHRITIS* 


I. Introduction. 


E motive for reporting the data to follow 
in this and two succeeding papers is that of 
adding momentum to an apparent increasing 
interest in the ‘‘non-arthritic’’ aspects of so- 
called ‘‘atrophie arthritis’’. This interest to 
date has been expressed mainly in the form of 
generalizations’ , 8. (and others). On the one 
hand, the subject is so important, and, on the 
other, so seldom generally appreciated that the 
presentation of concrete statistical observations 
becomes paramount to the general acceptance 
of the principle that atrophic arthritis is only 
a manifestation of a profound generalized 
physiologie disturbance. 


The data which comprise these papers are ob- 
tained from the first 102 consecutive cases of a 
total series of 612, which have been observed 
over a period of three years. The distribution 
of various features of the disease is entirely 
similar in the remainder of the cases. 

The first problem which presented itself in 
this study was one of differential diagnosis. It 
is quite obvious from a study of the literature 
on arthritis that there is not as yet a universal 
system of classification of the arthropathies. 
Nearly every author uses a slightly different 
nomenclature. Where the qualifying term ‘‘in- 
fectious’’ has been used, the confusion has been 
the greatest to the reader. In order to obviate 
any misunderstanding, a complete classification 
which the author has adopted will be given at 
this point. 

A. Primary Inflammatory Arthropathies. 
1. Septie Arthritis (Purulent Arthritis). 
2. Non-septie Arthritis (Allergie Arthri- 
tis 


(a) Serum disease 

(b) Acute Rheumatie Fever without 
demonstrable cardiac involve- 
ment (so-called ‘‘ Acute Infec- 
tious Arthritis.’’) 

(e) Acute Rheumatic Fever with 
cardiac involvement (so-called 
true Rheumatie Fever.’’) 

3. Acute Gout. 


These cases were studied at the University Hospital, Ann 
Michigan. 


¢Smith—Formerly Assistant Professor of Medicine, University 
of Michigan. For record and address of author see This Week's 


Issue,” page 132. 


Statistical Data. 
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B. Degenerative Arthropathies. 

1. Atrophie Arthritis. 

(a) Non-specific (so-called 
Infectious Arthritis, Ar- 
thritis Deformans, Prolif- 
erative Arthritis“, Chronie 
Progressive Deforming Poly- 
arthritis, Rheumatoid Ar- 
thritis.’’ 

(b) Luetie (Chareot’s Joint). 

(e) Syringomyelia Arthropathy. 

(d) Lead Poisoning Arthropathy. 

2. Hypertrophie Arthritis (Osteo-arthri- 
tis). (Also called Arthritis De- 
formans.’’) 

(a) Uncomplicated. 

(b) Associated with 
(1) Atrophie Arthritis 
(2) Chronie Gout 
(3) Syringomyelia. 

C. Tuberculous Arthritis. 
D. Traumatic Arthritis. 


It became apparent very early in this clinical 
study that the disease around which confusion 
of ideas was the greatest was that of so-called 
‘‘atrophie arthritis’’. The reason for confu- 
sion with respect to this disease is to be found 
in its great variability. Yet this study has sup- 
plied evidence upon which one ean base the con- 
viction that there is such an entity; and in ad- 
dition, it has supplied signs and symptoms other 
than the variable joint manifestations upon 
which to base a reliable classification. Since 
the joint appearances are more variable than 
these other manifestations, it appeared desir- 
able to subclassify the disease in order to obvi- 
ate the confusion which would follow the group- 
ing of a series of cases which, on superficial 
examination, did not appear to come from the 
same underlying disturbance. It will be the 
burden of part of this report to show the fea- 
tures of these apparently dissimilar joint con- 
ditions which tend to prove that they are not 
dissimilar. 

The descriptive classification which was 
adopted follows: 


Atrophic Arthritis. 
1. Prodromal 
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2. Chronie Polyarticular 
(a) with periarticular swelling 
(b) without periarticular swelling 
3. Subacute Polyarticular 
(a) with periarticular swelling 
(b) without periarticular swelling 
4. Acute Destructive 3 
(a) polyarticular 
(b) monarticular 
5. So-called ‘‘Muscular Rheumatism.’’ 


Jones“ has given in a monograph, which un- 
fortunately is out of print, and which seems to be 
the best clinical treatise on the subject of chronic 
arthritis in the English language, an excellent 
discussion of the prodromal (‘‘premonitory’’) 
symptoms and signs of the disease. There can 
be no doubt in the mind of the reader, after 
considering Jones’s discussion, that there is need 
for such a subclassification. The present author 
has repeatedly witnessed in patients the symp- 
toms and signs of this prodromal stage, and 
seen true arthritis develop later. Moreover, in 
a very high percentage of cases it is possible to 
extract from subjects of the disease a histo 
of such a stage. Had time been allotted for 
more complete history-taking in this series, it is 
probable that an even higher percentage would 
have given evidence of such a stage. It is one 
of the most important features of the disease 
because it entirely belies the idea that we are 
dealing primarily with an affection of the 
joints. 

The next subclassification bears discussion be- 
cause it emphasizes one feature of the disease 
which was particularly troublesome to the author 
when first encountered. The presence of peri- 
articular swelling presents no difficulty to one 
trained to think of this disease as an inflamma- 
tory reaction caused by infection. But when 
one sees the disease without signs of inflamma- 


tion, he receives a considerable shock to his d 


ideas of its cause and mechanism. The author 
has seen repeatedly the onset of severe aching 
within a joint, with rapid ankylosis and final 
joint destruction as evidenced by x-ray, with- 
out at any time the presence of swelling, local 
heat or redness. This process can take a very 


chronic course, a subacute course, or a very acute | T 


course. It can be, and usually is, accompanied 
by periarticular swelling with low-grade signs 
of an inflammatory reaction. Hence the pur- 
pose of the second and third classifications. 
Stern“ has described a very troublesome form 
of arthritis under the heading ‘‘ Acute, Painful, 
Ankylosing Arthritis.“ Many years ago White’ 
described this same form. The author has been 
rivileged to witness it several times, and he 
— also encountered its end results. It is a stage 
removed from the subacute forms, but other 
manifestations suggest strongly that it is an 
acute form of atrophic arthritis. It is associat- 


ed with extensive joint destruction; hence the 
reason for the fourth subgrouping. 

A certain portion of patients who present the 
prodromal symptoms and later the muscular 
signs and symptoms of this disease do not ever 
develop the arthritic signs and symptoms. For 
this reason it seemed appropriate to add a fifth 
subgrouping under the well-used term ‘‘Muscu- 
lar Rheumatism. ’’ 

For the sake of simplicity these sub-types of 
atrophic arthritis will be referred to in this 
series of papers by the numbers and letters 
which have been placed before them in tabulat- 
ing their classification (thus ‘‘Chronie Poly- 
articular Atrophie Arthritis without periarticu- 
lar swelling’’ will be referred to as Type 2b). 
The author would consider it extremely unfor- 
tunate if this should encourage an existing tend- 
ency to refer to types of arthritis by numbers 
or letters. 7 

The patients were studied as follows: The 
usual history and physical examination were 
carried out upon hospitalization. The patient 
was then given a questionnaire designed to bring 
out some of the special points of this investiga- 


ry|tion. When this was completed, it was reviewed 


with the patient in detail and amplified. At this 
time the patient was questioned carefully with 
respect to prodromal symptoms and signs, and 
also with respect to incidents in his physiologic 

rocesses and environment which might have a 


g 

complete data were not obtained on every pa- 
tient of the series. Had completely studied 
cases been selected from the entire series for this 
report the data would have been more striking, 
but it was felt that this would have distorted 
the statistical data. However, it is sufficient to 
warrant presentation, and to permit of conclu- 
sions which place new interpretations upon the 
isease. Many of the patients of this series, 
and a larger number of the unreported series, 
were observed daily in the hospital wards for 
long periods of time. During this time it was 
possible to observe many of the signs and to 
see the patients experience the symptoms of 
which they had complained before admission: 
he progress of the disease from its earliest in- 
ception of arthritis was observed in many of the 
total series. The average interval between onset 
of arthritis and visit to the hospital was 4.5 
— for the males and 1.0 year for the females. 

his indicates a satisfactory distribution of cases 
studied. 


In this series 42 males and 60 females com- 
prise the total number of cases of each sex. The 
total series numbers 612 cases, of which 287 are 
males and 325 females. This distribution, which 


_ upon the etiology of the condition. This 
program was sufficiently elaborate and other 
DISTRIBUTION OF CASES BY SEX 
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is slightly in favor of the females, corresponds 
well with previous statistical summaries. Hench? 


ported a series of 484 females and 216 males. 
The proportion of females is considerably higher 


in this group. Jones“ reports among a series of 
240 consecutive cases 39 males and 201 females. 
Reports based upon hospitalization might give 
an erroneous distribution between the sexes since 
available female beds for such chronic cases are 
usually less than male beds. But this criticism 
does not enter in the reported cases of Pember- 
ton and Peirce, or those of Jones, because these 
reports are based largely upon cases seen in 
private practice. Moreover, when the incidence 
of arthritis in age groups is considered, we find 
a possible reason for believing that the disease 
is more prevalent among women. 


INCIDENCE OF ARTHRITIS BY AGE GROUPS 


Chart I gives the incidence of onset of signs 
and symptoms of arthritis by age groups for 
the total series and for the two sexes. The mem- 
bers of the prodromal and the muscular rheu- 


V 


CHART I. 


matism groups are included, the age of onset of 
prodromal symptoms and of muscular symp- 
toms respectively being used for the age group- 
ing. It will be noted that the incidence of ar- 
thritis among the females in middle life is much 
higher than that for the males. The depression 
in the curve for the females between the ages 
of 35 and 40 may not be significant because the 
number of cases in this group is small, but the 
total extent of the curve in comparison with the 
curve for males can hardly be an artefact. It 
would indicate that some important etiologic 
factor (probably the menopause) operates in the 
female between the ages of 45 and 55 which is 
not present in the male. This may account for 
the apparent greater incidence of the disease 
among women. 
When the two curves are combined, it be- 
comes apparent immediately that the disease is 
ically one of the tweaties and early thirties. 
his would suggest yet another etiologic factor, 


and it is quite probable that the chief element 
causing this early incidence is that of infection. 
The curves for age incidence of the cases re- 
ported by Pemberton and Peirce do not, on first 
glance, present this striking contrast between 
the sexes for the age groups between 35 and 40 
years. However, on analysis it is observed that 
the percentage of females to total cases steadily 
rises from 25 years to 50 years, which bears out 
the findings of the series being reported. Jones 
reports a similar contrast between the sexes, al- 
though the maximum age incidence among the 
males is 30 to 40 years. His results agree well 
with those of Garrod, whose figures he repro- 
duces. It would seem, then, that the conclusions 
noted above are fairly justified on the basis of 
the similarity of findings in these four different 
studies on a total of 888 cases (102 of the pres- 
ent series, 536 cases of Pemberton and Peirce, 
150 cases of Jones, and 100 cases of Garrod). 


THE HABITUS OF ATROPHIC ARTHRITIS 


All patients were divided into three groups, 
based upon their general configuration. Accu- 
rate anthropologie measurements were not car- 
ried out as they were considered hardly neces- 
sary. The groups were characterized by ‘‘as- 
thenic’’, ‘‘sthenic’’, and ‘‘intermediate’’ types of 
habitus. The intermediate group was made up of 
those who partook of both the asthenic and 
sthenic characteristics, one or the other predom- 
inating, but not sufficiently to allow for clear- 
eut grouping. Table I gives the grouping of 
these three classifications in relation to the age of 
onset of arthritis by age groups. The clinical 
prototype of the disease is an asthenie indi- 
vidual, as is borne out by the greater number of 
asthenie subjects among both the males and fe- 
males. That some factor other than mere an- 
thropologie configuration is involved in deter- 
mining tendency to this disease is clearly indi- 
eated by a considerable number of sthenic and 
intermediate subjects. 

Before these statistics were correlated it was 
thought that possibly the ‘‘sthenics’’ and inter- 
mediates’’ would be found to be individuals in 
middle life. However, the table shows this not 
to be a fact, as there is no significant correla- 
tion between age groups and type of habitus. 


COMPLEXION 
Because of certain correlations which are to 


follow with relation to physiologic types of re- 


action it is of interest to correlate the incidence 
of types of complexion in relation to the types 
of habitus. Table II presents these data. There 
is only one significant finding in this correlation. 
Since it will be brought out in subsequent data 
that atrophic arthritis occurs in a very reactive 
subject, it would be reasonable to suppose that 
brunets would be less susceptible to the disease. 
Yet, Table II entirely belies such an idea. Bru- 
nets in this series appear to be even more sub- 


Dr 
reports 103 males and 141 females in a series of 
244. This distribution is similar to that of the 
present series. Pemberton and Peirce“ have re- 
—— 
— — rs 1 t 
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ject to the disease than blonds, even though the | gest 


latter generally appear to have a more active 
vasomotor system. 


OCCUPATION AND SOCIAL STATUS 


Practically all of the patients of this series 
come from the middle stratum of society, as 
judged with economic standards. Their occu 


that they were subject to the usual vicis- 
situdes of life. It hardly can be said that spe- 
cifie occupation plays much role in the etiology 
of the disease in this series. Only one patient 
was to very unfavorable conditions, 
namely, the miner. He spent his working 

in the dampness and dark of an iron mine. 


pa- thought his condition was very definitely aggra- 


tions, which are given in Table III, would sug-| vated by his working conditions. 
TABLE I 
DISTRIBUTION OF Cases BY AGE GroUPs IN RELATION TO THE TyPEe or HABITUS 
Male Female 
Number of Cases Number of Cases 
at Onset Asthenic Sthenic Inter- Total Asthenic Sthenic Inter- Total 
of Arthritis 
10-14 1 1 1 1 1 3 
15-19 2 1 3 6 3 1 4 
20-24 6 1 2 9 4 3 3 10 
25-29 4 2 6 2 2 4 8 
30-34 5 1 1 7 6 2 8 
35-39 1 2 2 5 2 1 3 
40-44 1 2 1 4 3 1 1 5 
45-49 1 1 2 3 2 7 
50-54 1 1 2 4 1 2 7 
55-59 1 1 2 
60-64 1 1 
1 1 2 
70-74 1 1 
Total 21 8 13 42 28 16 16 60 
TABLE II 


DISTRIBUTION OF CASES IN RELATION TO COMPLEXION AND HABITUS 


Male 
Number of Cases 


Asthenic Sthenic Inter- Total Asthenic Sthenic Inter- Total 
mediate mediate 
Blond 7 2 5 14 14 6 3 23 
Dark blond 1 2 3 1 1 
Brunet 13 6 6 25 13 9 11 33 
Light brunet 1 1 2 
Colored 1 1 
TABLE III DISTRIBUTION OF SUB-TYPES OF ATROPHIC 
DISTRIBUTION OF CASES IN RELATION TO OCCUPATION ARTHRITIS 
* ä Table IV presents the distribution of sub- 
types of atrophie arthritis according to the na- 
Tailor 1 Merchant 1| ture of the onset of the disease. The data for 
Nene Student ‘ this table were accumulated actual 
uden one observation of the initial stages of the disease, 
Merchant 2 — 3] or by careful questioning of the patients on the 
Clerk 3 Stenographer 2 
Laborer 4 Cashier 1| subject of signs and symptoms, when, upon ad- 
Fence weaver 1 Teacher 2| mission, they presented a final stage of the dis- 
nw worker : — 1 ease which was different from the type at onset. 
oo all 1 — piece work 1 It will be seen that the various types are dis- 
Metal polisher 1 tributed about equally between the sexes. How- 
Machinist 4 ever, the majority of patients in not only this 
—_ * group, but of the group which is not being tab- 
Farmer 4 ulated, were of the ‘‘chronic-polyarticular-with- 
Carpenter 1 out-swelling type’’. It is this observation which 
Time keeper 1 has made it necessary for the author to alter 
— his former ideas of the disease. If 
Engineer 1 this type of arthritis can begin without the signs 
Miner 1 of inflammation, and if the disease is caused by 
Welder infection, it must mean that the mechanism of 


infection cannot be explained readily on the 


J 
Number of Cases 
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TABLE IV 


DisTRIRUTION or Types OF ARTHRITIS AT TIME OF ONSET 
OF THE DISEASE 


Type Number Number 
ef Atrophic of Male of Female 
Arthritis Cases Cases 
1 0 2 
2a 10 17 
2b 24 29 
3a 2 5 
3b 0 3 
4a 0 0 
4b 0 1 
5 2 2 
2a, 2b 2 0 
1, 2b 1 0 
1, 5 0 1 
Zb, 4a (two attacks) 1 0 


At first the temptation was strong to attribute 
this type of joint disease to an altogether differ- 
ent process, but observations of the progress of 
the partieular eases of this sub-grouping soon 
made it necessary to consider it as a form of 
atrophie arthritis. Data on the distribution of 
final type of arthritis will make this point 

ear. 

It seems rather surprising that this very im- 
portant point has not received emphasis. Its 
true significance was not clear to the author 
until he had seen a ease of subacute polyarticu- 
lar atrophie arthritis without periarticular 
swelling. The latter condition is most distress- 
ing symptomatically. Symptoms are entirely out 
of proportion to signs in the initial stages of the 
disease. The end stage presents even more ex- 
tensive joint destruction and deformity than is 
seen usually in cases in which signs of inflamma- 
tion are present. Surely if such a comparatively 
acute condition can go through its entire course 
without outward signs of inflammation, there 
must be equal significance in the course of the 
more chronic cases without signs of inflamma- 
tion, which are seen frequently and which are 
usually classified as being ‘‘infectious’’. 

The author has had the unusual opportunity 
of prolonged study of arthritis in two widely 
separated regions, namely, Ann Arbor, Michi- 
gan, and Boston, Massachusetts. He has the dis- 
tinct impression that something other than cli- 
mate materially influences the different course 
of the disease in these two regions. In the East 
are seen more cases with periarticular swelling. 
In the Middle West, patients with this disease 
present more striking signs and symptoms of 
general physiologic imbalance. But on close ob- 
servation of Eastern patients, these same signs 
of physiologic imbalance can be detected. Duck- 


worth® has remarked upon the difference be- 
tween the manifestations of arthritis in London 
and in surrounding countries. The deserip- 
tions of chronie arthritis which have emanated 
from Ireland in the past indicate a difference in 
incidence of various types in contrast to the de- 
scription of investigators in London. We have 
here a matter of significance, for it would ap- 
pear that arthritis must be studied in different 
regions before its peculiarities can be appreciat- 
ed fully. What may escape the eye in one 
region may be a predominating feature in an- 
other. Yet the disease is undoubtedly the same 
disease. Is it any wonder that Virchow finally 
designated all chronic arthritis as arthritis de- 


‘formans’’? 


TABLE V 


Disraintriox OF Types or ARTHRITIS WHEN PATIENT 
Was Last SEEN 


Type Number Number 
of Atrophic of Male of Female 
Arthritis 
1 0 2 
2a 19 33 
2b 20 18 
5 2 2 
2a, 2b 1 3 
1, 5 0 1 
4b (ankylosis quiescent) 1 


Table V presents the number of cases of the 
various types when last seen in the clinic. The 
greater portion of these patients had their dis- 
ease either arrested or had reached a final stage. 
A few of them appeared to remain in an active 
state with the possibility that there would be a 
further change in type. However, the data dem- 
onstrate the points which are of greatest signif- 
icance. When this table is compared with Table 
IV, it is obvious that a large number of Type 2b 
continued to show no signs of inflammation in 
their joints. However, a significant number of 
this group finally developed the signs of Type 
2a. This is the first evidence to show that the 
two conditions are the same disease. Three fe- 
male patients of Type 3b shown in Table IV 
have disappeared in Table V. Table VI shows 
that one of these finally became Type 2a while 
the remaining two became Type 2b. This dem- 
onstrates that an even more acute form of the 
disease can show non-inflammatory signs. 

Table IV and Table V present further evi- 
dence to show the identity of inflammatory and 
non-inflammatory states of the disease. It can 
be seen that different joints in the same patient 
may show more than one sub-type of the disease. 
Thus two male patients in the initial stages of 
the disease had separate joints involved by Type 
2a and Type 2b processes. One male and three 
female patients had this same combination on 
final observation. 


— — 
basis of prevailing concepts. It is necessary first 
of all to discard the idea that infection of joints 
per se is necessarily and invariably the cause of 
the disease. 
ö 
| 
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TABLE VI 


Id ARTHRITIS FROM TYPE AT ONSET 
Type AT FINAL OBSERVATION 


Number Number 
of Atrophie Arthritis of Male of Female 
from Onset of Disease Cases Cases 
to Final Obse 
2a to 2a 8 14 
2b to 2b 14 12 
242 to 25 2 2 
2 to 2a 10 16 
3a to 2a 1 2 
3a to 2b 1 
2b, 2a to 2b 1 
4b to 4b quiescent 1 
3b, 4a to 2b 1 
1 to 1 2 
3a to 2b 2 
2a to 2a, 2b 1 
5 to 5 2 2 
1.5 to 1. 5 1 
3b to 2b 2 
3a to 2a, 2b 1 
2a, 2b to 2a, 2b 1 
1,2b to 2b 1 
20 to 2a, 2b 1 
3b to 2a 1 

Table VI gives the actual changes in type and 
the number of male and female patients which 
showed each type of change from initial to final 


had repeated examinations. Only two patients 
disclosed any abnormalities. One was a 27 year 
old male who had chronic polyarticular atrophic 
arthritis with periarticular swelling. The uri- 
nary sediment was negative, and the phenol- 
sulphonephthalein excretion in two hours was 
65 per cent., but repeated urine examinations 
always disclosed a trace of albumin. The other 
was a male of 43 years, who had a very heavy 
trace of albumin in the urine, with many granu- 
lar casts and frequent blood cells in the sedi- 
ment. He had a weeping eczema of the legs, a 
moderately severe anaemia, a basal metabolism 
of minus 21 per cent., a blood leucocyte count 
of 14,500, a blood pressure of 80 systolic and 
50 diastolic, marked neuroretinitis, septic ton- 
sils, and many abscessed teeth. He was an ex- 
treme arthritic of Type 2a. 

Partial blood studies were carried out in 46 
patients. The data are arranged in Table VIII. 
The usual incidence of secondary anaemia which 
previous writers have reported is to be found 
in this series. No particular studies were made 
to determine the cause of this anaemia, but it 
was the general impression that it could be ac- 
counted for on the basis of either profound 
toxaemia from continued focal infection, or from 


TABLE VII 
DISTRIBUTION OF TYPES OF ATROPHIC ARTHRITIS AT TIME OF ONSET OF DISEASE BY AGE GROUPS 


Number of Males of Type: 
20 3a 3b, 2a, 1, 5 
4a 2b 2b 


Number of Females of Type: 
1 2a 2b 3a 3b 4a 4b 5 


al 


— 

— 


— 


70-74 1 


— 


— 
— 


manifestations. An analysis of this table will 


make it very difficult for one to believe that these | di 


sub-types do not represent the same disease. 
These data alone are sufficient upon which to 
argue the necessity for a change in current con- 
cepts of atrophic arthritis, but it will be seen 
later that this is only a part of the evidence. 
Table VII is presented to show the distribu- 
tion of sub-types of atrophic arthritis among 
the age groups. If this has any significance, it 
is the indication that none of these types have 
any particular predilection for certain ages. 


LABORATORY STUDIES 


All patients of the series had at least one com- 
plete examination of the urine. Many of them 


marked debilitation with resulting inadequate 


Basal metabolism determinations were made 
upon 21 patients. In reporting the results in 
Table IX it should be emphasized that reports 
of single determinations of basal metabolism, at 
least in atrophic arthritis, are of very limited 
significance. The metabolism has a very dis- 
tinct tendency to vary from day to day. The 
factors which influence this are not known, but 
at least there is a marked neurologic element, 
even in patients who have had repeated metab- 
olism tests and are thoroughly accustomed to 
the technical details of the test. 

The figures in Table IX were determined after 


-at least two tests so that excitement would not 


Onset 
10-14 
15-19 
20-24 1 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 . 1 
—ͤ—— 
65-69 
— 
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TABLE VIII 
StupIEs ON ADMISSION 


sea 2888 88 


— 


2 
388228 


— 
— 


SSS F 
888288 


marked loss of weight; 
myxedematous appearance; 
marked exophthalmos. 


no loss weight; myxedema- 
tous appearance; arthritis 
worse when B. M. R. 
— a to —5% with thy- 
ro 


very nervous; lost 23 lbs. 
in past year. 


Erythrocytes Hgb. (Sahli) Erythrocytes Leucocytes 
per cu. mm. per cu. mm. per cent. per cu. mm. per cu. mm. 
Females Type 2a 
4,120,000 9,150 95 4,300,000 10,000 
5,650,000 9,100 95 3,930,000 11,100 
11,000 85 4,360,000 8,600 
4,480,000 9,300 84 4,560,000 4,530 
4,343,000 9,750 80 600,000 8.600 
5,000,000 6,000 80 ,000 8,600 
7,900 75 4,360,000 7,250 
„ 7,750 74 390,000 8.550 
3,570,000 4,500 68 4,850,000 7,200 
4,790,000 14,750 66 . 9.100 
„ 65 4,080,000 6, 
9,000 61 3,710,000 11,000 
5,400,000 8 56 3,270,000 5,500 
4,025,000 7,400 Females Type 2b 
6,100, 16,000 90 5,040,000 13,100 
(acute tonsillitis) 88 4,020,000 7 
5,100, 7,000 86 4,280,000 10,150 
3,320,000 6,500 85 5,260,000 3, 
84 4,200,000 7,750 
81 4,650,000 1,000 
5,000,000 5,000 80 4,350,000 7,200 
80 3,995,000 8,300 
76 4,160,000 10,000 
4,860,000 9,500 50 ,000 3,400 
Females Type 2a, 2b 
3,960,000 
TABLE IX 


be such a determining factor. With the excep- 
tion of three patients, the values are within the 
accepted normal variations. The patient with 
a plus 19 per cent. metabolism was very nervous 
and had lost 23 pounds in the preceding twelve 
months. She had a symmetrical enlargement of 
the thyroid gland. She was considered to be a 
ease of hyperthyroidism, and later had a thy- 
roidectomy with resulting exacerbation of ar- 
thritie manifestations. The two patients with 
a basal metabolism of minus 31 and minus 21 
per cent., respectively, presented definite signs 
of myxedema. 

Certain features of this disease are closely 
allied to both the conditions of myxedema and 
exophthalmic goitre. This is of interest in re- 
spect to the opinion among certain observers 
that myxedema and exophthalmic goitre have 
various features in common. 

The author would like to question whether 
these metabolism studies actually reflect the true 
state of metabolic change which appears to have 
taken place in these patients. Most of the sub- 
jects of this disease lose tremendous amounts 
of weight. Could this weight loss be accurately 
proportioned among the different tissues, it 
would be found, in all probability, that the fatty 
tissues suffer most. The latter tissues have a 
very low metabolic rate. In spite of the very 
accurate studies on surface area in relation to 
metabolism in normal subjects, it might be ex- 
pected that the metabolism would show an ap- 
parent individual comparative elevation due to 
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the relative increase in total active metaboliz- | of 
ing tissue (muscle). But this is not the case; 
the basal metabolism rate is normal when com- 
pared with surface area standards. Does this 
not mean that the actual metabolism of the pa- 
tient is far below normal if it could be com- 
pared for the same subject in health? When 
the oxygen consumption at basal levels for these 
patients is compared with what it should be for 
their surface area based upon their weight and 
height before their loss of weight, it has been 
found that the result is actually ten to twenty 
per cent. below the normal. It is quite possible 
that the routine clinical metabolism tests do not 
reflect the true comparative metabolism of in- 
dividuals who have either gained or lost large 
amounts of fat. 


CONCLUSIONS 


It has been the purpose of this paper to pre- 
sent the usual statistical data upon a series of 
102 cases of atrophic arthritis as an introduc- 
tion to the following paper, which will present 
data which are usually lacking in previous sta- 
tistical studies of the disease. A classification 


of atrophic arthritis has been given which may 
help to correlate some of its variable features. 
Preliminary evidence has been produced which 
indicates that the members of this classification 
are different manifestations of the same disease. 
It is hoped that this presentation may help to 
engender a spirit of discontent with present con- 
cepts of the disease. The two succeeding papers 
will deal with additional and more important 
clinical evidence against too narrow and simple 
ideas of its etiology and mechanism. 
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THE TREATMENT OF PILONIDAL SINUS AND 
END RESULTS* 


BY R. n. CATTELL, M. p., f AND L. W. STOLLER, M. p. 


HE subjeet of pilonidal eysts and sinuses 
has been considered one of minor surgical 
importance, yet treatment has not been uni- 
formly good. Fifty-nine patients have been 
treated at the Lahey Clinic and a consideration 
of these, together with a study of the end re- 
sults, will form the basis of this report. The 
operative treatment in the past has yielded un- 
satisfactory results due to the large number of 
recurrences. To improve these results, Lahey’ 
described an operative plan utilizing a flap of 
skin and fat from the buttocks to fill the defect 
produced by the excision of the lesion. The use 
of this operation will be discussed. 
The origin of this lesion is somewhat uncer- 


‘tain, but it probably results from some change 


in embryological development. Warren origi- 
nally described it as a change in the growth of |; 
the hair follicles in this area*. Stone“ believes 
that it is the result of a local down growth or 
invagination of true skin with none of its ele- 
ments fully developed. Bookman‘ explains it as 
due to the displacement of ‘‘dermal or dermoid 
cells in the embryo which are lost during the 
process of fusion in the midline and then assume 
an abnormal location under the skin. The 

roduets of the skin accumulate 
orming a eyst. 

tCattell—S 


„ Lahey Cl Stoller—Formerly Assistant 
in Surgery, Lahey Clinic. "or records and addresses of authors 
see This Week's Issue,” 132. 


A more complete study of this development is 
reported by Oehlecker®. His findings and in- 
terpretation are offered without comment. He 
states that the cauda first appears in the three 
millimeter embryo and at twelve millimeters its 
reduction already takes place. This begins by 
the disappearance at first of the lower three or 
four caudal vertebrae. At this stage one distin- 
guishes in the embryo a vertebral and a non- 
vertebral portion. The latter portion is known 
as the caudal filament or ligament, as illustrat- 
ed in Figure I. This is a connective tissue 
prolongation of the caudal vertebrae and is 
mesodermal in origin. Above this point the 
mesoderm has developed into vertebrae. The 
caudal vertebrae next begin to grow rapidly 
and the overlying skin, being unable to keep up 
with the downward progress of the vertebrae, 
is displaced posteriorly and upward, as is also 
the tip of the caudal ligament. By the fourth 
or fifth month the skin which originally covered 
the tip of the coccyx is drawn upward so as to 
lie over the third and fourth caudal vertebrae 
and later it goes still higher. The point where 
the caudal ligament radiates into the skin marks 
a very thin, hairless, vascular area which Oeh- 
lecker has called the “‘sacral bald spot of the 
embryo. The radiations of the caudal ligament 
exert a certain pull on the overlying skin and 
a depression or fistula is formed. In the early 
days of fetal life the spinal cord rudiments are 
developed caudalward chiefly but soon retract 
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upward, as is illustrated in Figure II. The 
cord and its covering, after the reduction of the 
caudal filament, presents only a connective tis- 


* 


——— 


FIG. I. The embryology of the caudal region. (After Oehleck- 
er, Deutsche Ztschr. f. Chir.) 


The development of the caudal ligament. (After 


II. 
Ochlecker.) 


sue thread, which leans in a bow shape against 
the caudal ligament and both exert a certain 


space with many recesses and sinuses (Figure 
III). The remnants of these, which continue 
to grow by themselves, are said at times to 
give rise to so-called dermoid fistulae and cysts 
in the sacral region, but these are very rare. 
The skin over the embryonal ‘‘sacral bald 
spot’’ is extremely thin and vascular and with- 
out hair. If one finds hair in such a fistula, he 
believes it due to the presence of adjacent der- 
moid cysts or fistulae. 

To sum up Oehlecker’s findings, in the forma- 
tion of pilonidal cysts and sinuses the following 
takes place: The caudal ligament puts trac- 
tion on the thin, hairless areas of skin overlying 


FIG. III. The origin of the pilonidal cleft. (After Oehlecker.) 


it in the sacral coceygeal region. This traction 
is increased as the subcutaneous fat in this area 
grows and the caudal ligament simultaneously 
becomes shortened. As a result of this traction 
the margins of the surrounding skin containing 
hair follicles are also to some degree invaginated. 
The normal products of the skin metabolism 
readily accumulate to form cysts or discharge 
intermittently as fistulae. Bacteria readily gain 
— and infection with abscess formation fol- 
ows. 

The diagnosis of this condition should not be 
difficult, although an incorrect diagnosis is fre- 
quently made“. They are not common and al- 
though Masson™ reported 81 cases, only 8 were 
found by Landsman” in 682 consecutive rectal 
eases. In the normal individual there is a fairly 
constant cleft directly over the sacrococcygeal 
joint. The apex points upward and backward. 
It varies in depth from a superficial dimple to 
a cleft one-fourth of an inch deep. In these the 
products of the skin metabolism are easily dis- 
posed of. Pilonidal sinuses present an opening 
in the midline at this point. Frequently a thick- 


pull on the overlying skin. The caudal vestiges 
of the spinal cord form a small epithelial lined 


ened cordlike tract can be felt, or demonstrated 
by means of a probe to pass upward at a 
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slightly increasing depth. The orifice, with 
smoothly rounded skin covered edges, is well 
posterior to the anus. In the presence of infec- 
tion other openings may be found. We have 
seen abscess formation in a pilonidal tract with- 
in an inch of the anus and in another patient one 
over the midsacral area. Likewise an 

may rupture or be incised well to either side of 
the midline with a persistent opening in this 
area and at times a spontaneous closure of the 
opening in the midline. Small tufts of hair are 
frequently seen protruding from the original 
sinus opening or may be found in the depths of 
the lesion. 

These patients give a history of intermittent 
discharge from this area. The failure to dis- 
charge usually results in infection and abscess 
formation. is may be quite extensive and 
extend well out into the buttocks on each side. 
We have not seen it extend far enough forward 
to be confused with fistula in ano and in our 
experience the infection has always remained 
superficial to the gluteal muscles and to the 
fascia overlying the sacrum. Brams’ described 
the use of lipiodol to determine the extent of 
these tracts. 


The patients seek medical aid only when in- 
fection or abscess formation has occurred. For 
this reason the diagnosis may be obscured. An 
asymmetrical abscess in the superficial fat of 
the buttocks may be confused with a furuncle 
or carbuncle. Those close to the anus may be 
considered as perianal abscesses or fistulae in 
ano, while some of the indolent chronic infec- 
tions may be confused with tuberculosis of the 
skin and fat. True dermoid cysts in this area 
are rare but may occur. They are more likely to 
be located in the pre-sacral area“. Two cases 
have been reported in which the patients devel- 
oped staphylococcus meningitis from infected 

ilonidal sinuses®:*°. The sacrococcygeal glioma 
is found in this area but should not be confused 
with these infected sinuses. 


The only satisfactory treatment of these le- 
consists of a complete surgical excision 

‘fen bloc“, removing the skin and sinus together 
with all of its ramifications in the surrounding 
fat. This leaves the edges of the gluteal muscles 
on the side with the floor of the cavity 

formed by the dense postsacral fascia. In the 
presence of an acute abscess formation incision 
and drainage, followed three to six weeks later 
by complete radical excision, is the procedure to 
be preferred. Simple incision has been the 
most common method of treatment in the past 
and recurrence has been the rule. In 1929, 
Lahey’ described the operation of complete ex- 
cision together with a utilization of a large skin 
and fat flap turned in from the side to fill the 
central defect. This has been modified some- 
what in a subsequent report. The steps in this 
operation are illustrated in the accompanying 
drawings (Figures IV-VII). After a complete 


of the tract. The lateral incision deanes the siss and position 
to the fascia over the sacrum and gluteal mus- 
cles of the opposite side, obliterating all dead 
space. The skin is then approximated over the 
length of the flap on the opposite side (Fig- 
ure V). The defect then left over the gluteal 
region can be partially closed transversely so as 


to take tension off the flap or, in rare instances, 


| N. E. J. of M. 
| January 21. 1933 
excision of the infected area (Figure V) an 
| incision is made one and a half inches lateral 
| ‘and parallel on the side of the greatest defect 
(Figure V). Both ends of the flap are left at- 
| tached, forming broad pedicles. The skin, to- 
gether with the full thickness flap of fat down 
to the fascia overlying the gluteal muscles, is 
then pulled over and the flap is anchored down 
ay at 
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FIG. IV. Diagrammatic representation of pilonidal sinus. 
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ean be closed in a vertical direction (Figure 
VII). This must be done without tension or 
complete separation from both sides may result, 
leaving the flap floating and attached only at 
the ends. The defect over the buttocks must be 


kept open with packs until it is completely oblit- | 


erated by granulations, much as in the postoper- 
ative treatment of fistula in ano. In those cases 
where a smaller defect is left as the result of 


b 


of the flap covering the exposed sacral area; 
gluteal region is packed with gauze. 
complete excision of the sinus and a flap is not 
used, this opening must be packed with gauze 
in a similar manner, preventing the formation 
of a bridge of skin over the granulating area. 
Unless this is carefully carried out recurrences 
will be frequent. Anderson“ found only 2 cases 
with primary union by this method, while 18 
eases healed by granulation, some of which had 
a flap used. Colp““ has described a method of 
closure of the defect in which he was able to 
get primary union. | 

Of our group of fifty-nine patients, more than 
a year has elapsed since operation in fifty. The 
condition of forty of these was determined, 
while ten could not be traced. There were forty 
men and nineteen women, a ratio of two to one. 
There were no wrong diagnoses and no operative 
mortality. Operation was performed under ni- 
trous oxide-oxygen or spinal anesthesia. Twenty 
patients of this group had had one or more 
operations previous to our examination, the ma- 
jority of which were simple incisions. One had 
been incised twelve times. Seven had been pre- 
viously operated upon in the Clinic. In the group 
of forty patients whose condition could be deter- 
mined, there were nine who had recurrences. 
Six of these nine patients were reoperated upon 
and are now cured. One recurred after the sec- 
ond operation. The remaining two have not 
been reoperated upon and still have intermit- 


FIG. VI. Suture 
the defect over the 


tently discharging sinuses. Other complaints 
following operation were rare. Two complained 
of discomfort over the sacrum after sitting for 
a long time. One had a superficial dermatitis or 
eczema at times. 

Nine patients in the group that were followed 
had the complete excision and flap operation. 
There were two recurrences. One later had ex- 
cision of a small residual granulating area, 
which was packed with gauze. The wound has 
remained healed. The second patient later had 
incision of a secondary abscess and this wound 
has been healed without discharge for nine 
months. The possibility of recurrence in this 
case must still be considered. 

SUMMARY 

Fifty-nine patients with pilonidal sinus are 
repo with the end results of treat- 
ment in forty. Recurrence after operation has 
been very common. The operation should con- 


FIG. VII. Complete primary closure. 


sist of complete excision of a block of skin and 
fat together with all of the sinus tract. 

In our experience, the utilization of a large 
pedicle flap to fill the defect has reduced the 
number of recurrences and reduced the time 
of healing. 
. : An operation for pilonidal sinus. Surg., 
& Obst. 48:109, 1929. 

2 Warren, J. M.: Surgical Observations, Boston: Ticknor & 
3 Stone, Phonidal sinus (coccygeal fiatula). Ano. Surg. 


4 Bookman, M. R.: Treatment of sacrococcygeal sinus. New 
York State J. Med. 24:204, 1924. 
lecker, F.: Sacral abscesses in congenital skin displace- 
ments. Deutsche Ztschr. f. Chir. 197:262, 1926. 
6 Dulligan, P. J.: Pilonidal cyst. Amer. J. Surg. 6:554, 1929. 
7 Brams, J.: Injection of pilonidal cyst with lipiodol. Radiol- 
ogy 8:248, 1927. 
Lahey, F. H.: Presacral dermoids. (To be published.) 
„ W. and mpson, D. C.: Pilonidal sinus as 
of infection in a case of staphylococcus meningitis. 
J. Dis. Child. 36:785, 1928. 
10 Moise, T. S.: Staphylococcus meringitis secondary to con- 
genital sacral sinus. Surg., Gynec. & Obst. 42:394, 1926. 
11 Masson, J. C.: Sac 1 sinuses and cysts. S. Clin. 
North America 6:737, 1925. 
12 » & A.’ inciples underlying the surgical treat- 
ment of certain infections about the sacrococcygeal re- 
Med. Record 94:980, 1918. 
0 : Diagnosis and treatment of pilonidal sinus. 
Minnesota Med. 14:421, 1931. 
14 Colp, R.: The treatment of pilonidal cysts and fistulae. 
S. Clin. North America 9:695, 1929. 


8 
9 route 
Am. 


2 “of 
* — | of 
we 
V 
* 
X. = * 
‘ 
* 
= — 
‘ 
* 
* 


——— 


114 THE BACTERIOLOGIC POINT OF VIEW—CECIL 


THE BACTERIOLOGIC POINT OF VIEW ; 
BY RUSSELL L. CECIL, M.D.t 


OST modern physicians approach the prob- 
AVE lems of disease from some particular angle 
or point of view, depending in large part upon 
their special training or upon the character of/ 
their medical work. For example, if the pa- 
tient is suffering from tertiary lues, the internist 
will be interested in the visceral and circulatory 
phases of the disease, the neurologist in its nerv- 
ous aspects, the dermatologist in the skin mani- 
festations, ete. The writer began his medical 
career as a bacteriologist; now, my chief inter- 
est is in internal medicine, but infection and 
the pathologic phenomena which accompany 
or follow it still possess for me a strong fas- 
cination, and I find myself constantly searching 
for the influence which bacteria are playing in 
various disease processes. 

One of the most intriguing sides of bac- 
teriology is the color which various mieroör- 
ganisms lend to infection in the same locality. 
Too often the practitioner who has had no bac- 
teriologie training fails to appreciate these 
fine distinctions. Too often he will say: ‘‘This 
patient is suffering from an infection of the 
sinus, or of the gall-bladder, or of the joint,’’ 
but his curiosity ends at this point. He is 
not sufficiently interested in clinical bacteriology 
to determine the nature of the infection. Per- 
haps this additional knowledge will have no 
practical therapeutic value in that particular 
case, but from the standpoint of complete diag- 
nosis and wise prognosis, this information is 
always desirable. 

Tonight it seemed that it might be interesting 
and profitable to make a sort of travelogue over 
the human body with our attention focused 
upon the striking and characteristic features 
of various types of bacterial infection. Per- 
haps we can do no better than start with that 
great portal of entry for most of our bacterial 
enemies, the buccal and nasal cavities, and dis- 
cuss briefly the various types of infection which 
occur in the mouth, nose and throat. 

At last we are coming to a better understand- 
ing of the bacteriology of acute respiratory in- 
fections. Dochez and his coworkers' have shown 
that the common cold may be transmitted to 
man and chimpanzees by intranasal inoculation 
of filtered nasal washings. These filtrates usu- 
ally can be shown to contain anaerobic filter- 
passers of the type first described by Olitsky 
and Gates:. So far, however, there is very 
little evidence that these anaerobes are 
pathogenic. It seems much more probable that 
the active agent present in these filtrates is a 


» Address delivered before the William Harvey Society, Boston, 
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School, New York City. For record and address of 
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true ultramieroseopie virus. One of the most 
interesting phases of Dochez’s work has been 
the demonstration of the sudden and plentiful 
appearance of pneumococci, hemolytic strep- 
tococei and influenza bacilli in the noses and 
throats of chimpanzees with the development of 
a cold. Dochez regards this as of great im- 
portance, as it seems to explain the marked sec- 
ondary activity in the respiratory tract of these 
organisms which lead to the severe sequelae 
which sometimes follow the common cold. What- 
ever is said of the common cold probably ap- 
plies with equal force to grippe and influenza. 
Since the epidemic of 1918, there has been con- 
siderable debate as to whether influenza is caused 
by a filterable virus or by the influenza bacillus. 
In view of Dochez’s work, it seems quite pos- 
sible that both theories are correct. In other 
words, a virus which may conceivably be iden- 
tical with the cold virus initiates the first symp- 
toms of influenza, but the real toxemia and many 
of the complications are referable to the Pfeif- 
fer bacillus, which probably takes on enhanced 
virulence during an influenza epidemic. 

The bacteriology of sinus infections has not 
received very thorough study, but the clinical 
picture seems to vary somewhat with the type 
of bacterial agent. Some of these infections 
run an acute course, others become chronic; but - 
my colleague, Dr. James Erskine, claims that 
all sinus infections will clear up if they are 
properly drained during the acute stage. Dur- 
ing the incipient stage, most infected sinuses 
yield some form of pneumococcus or streptococ- 
eus, or possibly a Pfeiffer bacillus. In the long- 
standing chronic infections, cultures usually 
show Staphylococcus aureus or pneumococcus 
Type III. I have the impression that Staph- 
ylococeus aureus infections of the antrum are 
particularly difficult to treat successfully. An 
antrum which contains fetid pus is traceable to 
extension from an underlying infection at the 
apex of a tooth. In such cases the odor is refer- 
able to the presence of fusospirochetes. 

As in the case of sinus infections, any of the 
common pathogens may figure in middle-ear in- 
fections. This is true also of mastoiditis, but 
the most serious forms of mastoid infection are 
those due to Streptococcus hemolyticus and 
pneumococeus Type III. It is interesting to 
note that of the two serious complications of 
mastoiditis, meningitis may follow any type of 
infection, whereas sinus thrombosis is nearly 
always due to Streptococcus hemolyticus. Fries- 
ner* has recently analyzed 100 cases of otitic 
sinus thrombosis from the records at Mount 
Sinai Hospital. He found that in this series 


2185 per cent. were of streptococcal origin. Ten 


E237 
January 21, 1932 
| 
| 


THE BACTERIOLOGIC POINT OF VIEW—CECIL 


115 


rogressing now to the commonest of our 
focal infections, apical abscesses and chronic ton- 
sillitis, I think it will be generally admitted that 
streptococci play the dominant réle. In acute 
purulent alveolar abscesses, staphylococci may 
be the exciting agent, but in the ordinary type 
of chronic apical infection which by the way is 
usually non-suppurative, streptococcus, either 
hemolyticus or viridans, is almost 


bacteriologie work on tonsils is 
worthless, because the cultures are taken from 
the tonsillar crypts which are grossly contami- 
nated. In our research studies at Cornell, ex- 
eised infected tonsils are sent at once to the lab- 
oratory, dropped into tincture of iodin, then al- 
cohol, then carefully cut open with a sterile 
knife. Curettings from the interior usually give 
a pure culture of Streptococcus hemolyticus or 
2 or possibly one of the intermediary 


orms. 

Acute follicular tonsillitis is p al- 
ways a hemolytic streptococcus infection. G. I. 
Steffen and the writer* once produced follicu- 
lar tonsillitis experimentally in a human volun- 
teer by swabbing his tonsils with a broth cul- 
ture of streptococcus hemolyticus. 

When we come to the lower respiratory tract, 
a word should be said about pulmonary tuber- 
culosis and its differentiation from mycotic in- 
fections of the lung. The tubercle bacillus 
belongs to the species of mycobacteria which 
are related biologically to the actinomycetes by 
their occasional branching and staining proper- 
ties. Both the tubercle bacillus and the actino- 
mycetes produce chronic granulomatous lesions 
in the lung. In both infections the symptoms 
and physical signs are similar. In both condi- 
tions cavity formation often takes place. The 
tubercle bacillus, however, usually invades the 
upper lobe, whereas the lesion in actinomycosis 
is nearly always basal. In tuberculosis the ex- 
trapleural tissues are rarely involved. In actino- 
mycosis such involvement is of frequent oc- 
currence. Indeed, Lord“ says that in actinomy- 
cosis, perforation of the chest wall occurs in 
more than 80 per cent. of the cases. The dif- 
ferentiation is most definitely made by demon- 
stration of tubercle bacilli or actinomycetes in 
the sputum. 

Primary pleurisy with effusion is now gener- 
ally looked upon as of tuberculous origin, and 
so I believe it to be. We must not forget, how- 
ever, that rheumatic pleurisy can imitate it very 
closely. I recently saw a young woman from 


Wellesley College whose condition had been di- 
agnosed as tuberculous pleurisy with effusion. 
This seemed all the more likely because of a tu- 
berculous family history. Careful question- 
ing, however, brought out the fact that three 
weeks before the pleurisy she had had a follicu- 
lar tonsillitis, which had been followed ten days 
later by fever and rheumatic pain in the right 
shoulder. In a few days these symptoms sub- 
sided, to be followed almost immediately by pain 
in the side, a return of fever and a rapidly de- 
veloping effusion. The proper diagnosis in this 
case seemed to be rheumatic pleurisy with ef- 
va og and subsequent events bore out this diag- 
n 


When we come to the pn we have a 


constantly | varied assortment of clinical pictures, each as- 


sociated with its own peculiar bacteriology. The 
great majority of pneumonias, both lobar and 
bronchial, are pneumococcal in origin, but the 
dominant types of pneumococci produce charac- 
teristic clinical reactions. For example, pneu- 
mococcus Type I pneumonia is the prototype of 
pneumococcal pneumonias, runs a typical course 
and has the highest incidence of complications. 
Type I pneumonia is the most prevalent of all 
the types, constituting about one-third of all 
lobar pneumonias. It is the type most 

to serum treatment. 


Type II pneumonia is less prevalent than 
Type I, has twice as high a death-rate, and is 
frequently complicated by bacteremia. 

Type III pneumonia is essentially the pneu- 
monia of elderly people or those already af- 
flicted with some chronic systemic disease. The 
death-rate is high in Type III, not so much be- 
cause of the virulence of the organism as because 
of the condition of the patient when he is at- 


tacked. 

The old Group IV pneumococcus has always 
been recognized as a wastebasket group, con- 
sisting, as it does, of numerous less prevalent 
and often less virulent forms of pneumococci. 
Park and his coworkers“ have recently made 
an elaborate study of this miscellaneous group, 
and have separated out 29 distinct types, some 
of them fairly prevalent in both children and 
adults as exciting agents of lobar pneumonia. 
The practical significance of this work lies in 
the fact that further study may prove many of 
these new types amenable to serum treatment. It 
would indeed be strange if out of 32 biologic 
types of pneumococci, only one type yielded to 
specific therapy. 

One of the most important of recent ad- 
vances in clinical bacteriology is Sabin’s’ rapid 
method of typing sputum. By this method the 
pneumococeus type can be determined within 
three hours after the sputum is received in the 
laboratory, and this means that patients with 
Type I infections can be started promptly on 
serum treatment. 


Streptococcus pneumonia is nearly always 


⅛˙ X‚2Xw 
cases had sterile cultures. Occasionally pneu- 

mococcus Type III is responsible for a sinus 

phlebitis, but this is exceptional. Friesner be- 

lieves from his study that pneumococci have 

very little tendency to attack the veins, and feels 

that with the exception of Type III, the pneu- 

mococeus is never an etiologic factor in sinus 

thrombosis. 

| present. 
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caused by Streptococcus hemolytieus. Or- 
dinarily it is a comparatively rare infection. 
It became prevalent, however, during the World 
War, and was responsible for many deaths. 
Strangely enough there is reason to believe that 
it was also prevalent during the American Civil 
War. It is always a serious infection with a 
mortality running between 35 and 50 per cent. 
The incidence of empyema is extremely high. It 


was MacCallum, I think, who said that during 


the war he had seen practically no autopsies on 
patients with Streptococcus pneu- 


empyema. 


The influenza bacillus is rarely found as the 


sole excitant in pneumonia, though it frequently 
occurs in combination with the pneumococcus 
and streptococcus. It is significant that in times 
of influenza epidemics, the Pfeiffer bacillus is 
recovered much more frequently from pneumon- 
ic sputums than in ordinary times. The Fried- 
länder bacillus is a rare cause of pneumonia and 
produces a very serious infection, which often 
terminates in lung abscess. Chickering* has 
described a Staphylococcus aureus pneumonia, 
also frequently fatal and characterized by mul- 
tiple abscesses in the lungs. In a case of staph- 
ylococeus pneumonia which I saw last winter 
in a young girl ten years of age, I was particu- 
larly struck by the sputum, which was purulent 
and of a golden-yellow color very similar to that 
of a Staphylococcus aureus colony. 


I suppose practitioners will continue to be 
deceived from time to time by tuberculous lobar 
pneumonia. As a matter of fact, when a pa- 
tient who has been previously well develops lobar 
pneumonia, and a pneumococcus Type I or II 
and tubercle bacilli are both present in the spu- 
tum, it is difficult to say whether we are dealing 
primarily with a pneumococcus infection or with 
a tuberculous infection. In such a case, how- 
ever, it would seem more probable that the 
pneumococcus initiated the infection and lights 
up a quiescent focus of tuberculosis. I have 
seen patients in Bellevue Hospital with pneu- 
mococcus Type I and tubercle bacilli in the spu- 
tum run a typical course, recover from the pneu- 
monia and be discharged from the hospital with 
the tubercle bacilli still present in the sputum. 
The observation has frequently been made in 
the Adirondacks that lobar pneumonia rarely 
complicates pulmonary tuberculosis. 

During the World War those of us who 
worked in training camps became interested in 
the bacteriology of empyema and we soon be- 
came adept in differentiating the pneumococcal 
and the streptococcal form. Pneumococcal em- 
pyema usually develops toward the end of the 
pneumonia, causing a secondary rise in tempera- 
ture. Exploratory puncture reveals semipuru- 
lent or purulent fluid of a distinctly greenish 
tinge. At operation or at autopsy there is usual- 
ly one large 


sac of pus situated in the lower 


my of the pleural cavity. Streptococcus em- 
yema comes on early, while the pneumonia is 
still ac active. The exploring needle reveals cloudy 
straw-colored fluid, which is easier to aspirate 
than the thick purulent fluid of pneumococcal 
At operation or postmortem, the em- 
pyema fluid in streptococeus infections is often 
divided into a number of non-communicating 
sacs or pockets. 
While the pneumococcus and 
responsible for most empyemas, it must not be 
forgotten that other forms do occur. 


occasionally encountered. A medical colleague 
of mine who had a mild respiratory infection 
more like grippe than bronchial pneumonia, de- 
veloped subsequent to it an empyema which 
yielded a pure culture of Staphylococcus aureus. 

The pocket was a small one and was cured with- 
out thoracotomy by repeated aspirations. Cush- 
ing notes in his life of Os Osler that cultures from 
Sir William’s empyema fluid yielded Staph- 
vlococeus aureus and influenza bacilli. These, 

, are unusual findings. The great ma- 
jority of empyemas are caused by either the 
pneumococcus or streptococcus, usually Strepto- 
coccus hemolyticus. I can recall a few cases in 
the army where an unusual form of Streptococ- 
cus viridans was recovered in empyema fluid. 
Fetid empyema may be secondary to a lung ab- 
scess and contain fusospirochetes, but those 
which are secondary to a subphrenic abscess 
often yield colon bacilli. 

The classic form of abscess of the lung, or 
so-called putrid abscess, possesses a very inter- 
esting bacteriology. The excellent clinical and 
experimental studies of David Smith® have 
shown without much doubt that putrid abscess 
of the lung is brought about by a combination 
of pyogenic cocci and anaerobic fusospirochetes. 
I think there is still room for debate, however, 
as to whether non-putrid abscess of the lung 
may not occur without the presence of fusospiro- 
chetes. I refer particularly to the abscesses 
which sometimes follow lobar pneumonia and 
are practically odorless. Multiple miliary ab- 
scesses are seen in the lung in pneumonia and 
other conditions and may be caused by Staphyl- 
ococcus aureus, pneumococcus or Streptococcus 
hemolyticus. 

Acute myocarditis may result from various 
infections. The virus of Peon Pr fever, prob- 
ably a streptococcus, produces a characteristic 
lesion in the heart muscle known as the Aschoff 
body, while the diphtheria bacillus, or more 
properly its toxin, causes a diffuse degeneration 
of the heart muscle. Infiltration and degenera- 
tion of the heart muscle may also be caused by 
the influenza bacillus, typhoid bacillus and the 
streptococcus of scarlet fever or erysipelas. The 
virus of yellow fever has a most devastating 
effect on the heart muscle. F. F. Russell once 
told me that he had seen more than one soldier 
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bacterial endocarditis we make a distinc- 
between the microérganisms of high viru- 


valve is relatively uncommon. Pneu- 
mococeus endocarditis runs a short, stormy 
course, usually terminating in three or four 
weeks with a pneumococcus meningitis. An in- 
teresting feature of pneumococcus endocarditis 
is the frequent involvement of the aortic valve. 
Streptococcus hemolyticus endocarditis may be 
cryptogenic in an elderly patient whose re- 
sistance has been lowered by some chronic sys- 
temic disease. Usually, however, the portal of 
entry is readily demonstrable. It may follow 
some surgical condition such as a cellulitis or 
suppurating gall-bladder, or it may result from 
some of the commoner foci of infection in the 
sinuses, tonsils or teeth. It runs a short, fatal 
course. Staphylococcus aureus endocarditis is 
also an acute infection, usually associated with 
a general pyemia. Staphylococcus endocarditis 
may be an unrecognized incident in an acute 
septicemia resulting from some suppurative fo- 
eus such as a carbuncle or a visceral 
meningococcus usually produces an acute 
form of endocarditis and may, as in the case 
reported by Soper and the writer“, occur with- 
out a preceding meningitis. Master™ has re- 
cently reported three cases of meningococcus 
bacteremia, all of which recovered. Because 
of certain clinical symptoms, Master believes 
that all three of these patients had a menin- 
gococcus endocarditis. It seems to me that this] ish 
conclusion should be accepted with the great- 
est caution. It would indeed be a strange 
anomaly if of all of the common pathogens the 
meningococcus were the only one which ever pro- 
duced an endocarditis terminating in recovery, 
either with or without serum treatment. 


Streptococcus viridans is usually the cause 
of the fairly prevalent subacute bacterial endo- 
carditis so well described by Libman and others. 
This form of endocarditis is usually, though not 
always, grafted on an already damaged heart 
valve, and is supposed to result from some com- 
mon focus of infection around the mouth, nose 
or throat. Streptococcus viridans endocarditis 
runs a subacute or chronic course, from one 
month to more than a year. In most cases the 


duration is more than four months. The serum 
of these patients almost invariably shows very 
high agglutinins for Streptococcus viridans. 
Similar agglutinins are also present in the se- 
rums of patients with rheumatic fever, though 
usually not of such a high titer. The question 
has arisen whether rheumatic fever and Strep- 
tococcus viridans endocarditis are not two phases 
of the same streptococcal infection. There is 
considerable opposition to this view in 


many 
t,| quarters, but nevertheless a good deal of evi- 


dence can be brought forward in support of such 
a theory. Gonococcal endocarditis, like the 
Streptococcus viridans form, usually lasts sev- 
eral months and frequently affects the aortic and 
pulmonary orifices. An interesting feature is the 
frequent association with it of acute or subacute 
nephritis. The influenza bacillus is responsible 
for a small percentage of the subacute cases of 
bacterial endocarditis. It differs in no essen- 
tial respect from the Streptococcus viridans 
form, except that its 2 is noticeably long. 
more than a year in several of the reported 
cases. 

Serous and suppurative pericarditis sepa 
merit especial mention as infections of the 
cardium parallel those of the pleural cavities. 

Nearly all the common pathogens at times 
invade the joints and the various clinical forms 
of arthritis result. Streptococcus hemolyticus 
is a common cause of the so-called surgical joint 
or suppurative arthritis. This may occur as a 
complication of scarlet fever, puerperal fever, 
erysipelas or other streptococcal infections, com- 
plicated by sepsis. In this connection I would 
like to refer briefly to our recent studies“ of 
rheumatoid arthritis in the Cornell Clinic. As 
many of you know, we have reported the isola- 
tion of streptococci from the blood and from the 
joints of a high percentage of patients with 
rheumatoid arthritis. These organisms pos- 
sess many of the qualities of Streptococcus 
hemolyticus, but they are not quite typical and 
their hemolysis is not quite complete; further- 
more, the colony often shows a distinctly green- 

ish tinge. Most surprising of all, when these 
cultures are left in the incubator for several 
months in blood broth media, they lose entirely 
their hemolytic properties and become typical 
green streptococci. We believe now that these 
organisms are attenuated forms of Streptococ- 
cus hemolyticus and this belief is based not only 
on the cultural characteristics of the bacteria, 
but also on the presence in the patient’s blood 
of agglutinins which are specific, not only for 
streptococcus strains isolated from arthritis pa- 
tients, but for certain other types of Streptococ- 
eus hemolyticus as well. 

Streptococcus viridans is now looked upon in 
many quarters as the exciting agent of rheu- 
matic fever. This theory originated with the 
classic studies of Poynton and Paine“, and has 


200 
in the tropies die suddenly from over-exertion 
lence, such as pneumococeus, Streptococcus 
hemolyticus and Staphylococeus aureus, which 
produce an acute rapidly fatal type of malig- 
nant endocarditis, and the subacute or chronic 
form, which is caused by bacteria of low vir- 
ulence. In the latter group Streptococcus vi 
dans is, of course, the commonest exciting agen 
though the gonococcus and influenza bacillus 
may also produce the chronic form of endo- 
carditis. Pneumococcus endocarditis is usually 
a complication of lobar pneumonia. In this 
form of endocarditis, preéxisting disease of the 


118 


THE BACTERIOLOGIC POINT OF VIEW—CECIL 


January ii. 1988 


received support from Rosenow“, 
and others. In our studies at Cornell**, 
have been succcssful in cultivating green strep- 
tococei from both the blood and joints of pa- 
tients with acute rheumatic fever, and these re- 
sults have been corroborated by the unpublished 
investigations of Park and his coworkers at the 
Research Laboratories of the New York City 
Department of Health. Small'’, and Birk- 
haug'* claim that the indifferent or non- 
hemolytic streptococeus is responsible for rheu- 
matic fever, but their work has not received very 
wide support from other bacteriologists. The 
presence of streptococci in the blood and 
joints of even a high percentage of rheumatic 
fever patients is not final proof that this organ- 
ism causes the disease, the reason being that 
the green streptococcus is a ubiquitous microbe 
and is found at times in the blood-stream in 
measles and in acute respiratory infections, 
where it is presumably a secondary invader and 
4 4 not the actual cause of the infection. 
t is possible, of course, that rheumatic fever is 
a virus infection and that the virus is respon- 
sible for the proliferative changes in the heart 
and vascular system, while Streptococcus viri- 
dans is responsible for the exudative lesions in 
the joints and serous membranes. Swift!“ be- 
lieves that rheumatic fever is a streptococcus 
infection, but has formulated the theory that 
the active manifestations of the disease in the 
tissue and joints are allergic in character. 

Staphylococcus aureus sometimes invades the 
joint and produces an active suppurative ar- 
thritis. This usually occurs in the course of a 
staphylococcus pyemia. Occasionally this micro- 
örganism invades the joint by extension from an 
osteomyelitis or is introduced into the joint di- 
rectly as a result of a penetrating wound. Most 
cases of pneumococcal arthritis result as a com- 
plication of lobar pneumonia, though a number 
of cases have been reported where it was sec- 
ondary to some other primary focus. In a small 
percentage of cases there is only a serous effu- 
sion into the joint and a mild degree of peri- 
articular inflammation. The pneumococeus, 
however, is essentially a pus-former and in a 
majority of cases the process goes on to sup- 
puration. 

The gonococeus, when it invades the blood- 
stream, usually causes infection in several joints. 
A characteristic feature, however, of gonococcal 
arthritis is its tendency to concentrate in one 
joint, while the other infected joints clear up 
rapidly. On account of this, it is usually 
thought of as a monarticular arthritis, when 
as a matter of fact it is generally polyarticular 
in its incipiency. Another interesting feature 
of gonococcal arthritis is its tendency to involve 
the tendon sheaths, bursae and even muscular 
tissue with the production in these locations of | p 
small suppurative foci. 


Tuberculous arthritis is essentially a disease 
we of children and young people, and runs a 
chronic course, with a tendency to sinus for- 
mation. The Treponema Pallidum manifests 
itself in the joints in two forms, first during 
the secondary stage of syphilis, when an acute 
and rather mild polyarthritis suggestive of rheu- 
matic fever may occur. The arthritis of tertiary 
syphilis is usually monarticular. There is gum- 
matous thickening of the synovial membrane 
and capsule, with extension into the joint. In 
its general appearance this form of arthritis 
closely simulates tuberculous arthritis, re- 
sembling the latter also in its tendency to sinus 
formation. The meningococcus, influenza bacil- 
lus, typhoid bacillus and the Bacillus dysen- 
teriae are all capable of exciting arthritis, 
though these forms are comparatively rare. 

In the abdominal cavity the points of par- 
ticular interest from the standpoint of infection 
are the stomach and duodenum, the gall-bladder, 
the appendix and the pelves of the kidneys. 
There is a considerable amount of literature on 
the bacteriology of gastric and duodenal ulcers. 
Rosenow looks upon them as streptococcal in- 
fections secondary to foci in other parts of the 
body. The most interesting of recent studies 
along this line is that of E. W. Saunders“, who 
has isolated a non-hemolytic streptococcus of the 
Alpha — — from nine resected gastric or duo- 
denal ulcers. These strains cross-agglutinate 
with immune serum, but biologically they were 
not identified with any Alpha strains of strep- 
tococei from foci of infection in the tonsils or 
teeth. They did cross-agglutinate, however, 
with Alpha strains from four punched-out ul- 
cers of the lip, tongue or buccal mucous mem- 
brane. These strains are agglutinated by the 
serum from patients with other types of infec- 
tion. When these streptococci are injected in- 
tracutaneously into the skin of a dog, clear 
punched-out chronic ulcers are produced. 
Saunders’ study on the bacteriology of peptic 
uleer must be looked upon as an important con- 
tribution to the etiology of this disease. 

In the gall-bladder and appendix, Streptococ- 
cus hemolyticus and the colon bacillus play the 
most important röle, though other bacteria are 
occasionally encountered. Tuberculous appen- 
dicitis is an interesting condition and one not 
often diagnosed clinically. I have seen several 
cases of pneumococcus appendicitis in young 
children. 

Peritonitis is usually a secondary infection 
and depends on the bacteriology of the primary 
focus. Streptococcus hemolyticus occupies first 
place, but the colon bacillus is often associated 
with it and may of itself excite a severe perit- 
oneal infection. 

A very interesting clinical picture is primary 

neumococcus peritonitis, which is seen almost 
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In summer these children often wear no under- 
clothes, and thus they easily contract a pneu- 
mococeus infection of the vagina from playing 
in the streets. The infection travels up the 
fallopian tube and produces a peritonitis. 
Many of these little patients can be saved by 
prompt drainage. I have treated two cases of 
primary pneumococcus Type I peritonitis in 
children with antipneumococcus serum. Both 
were seriously ill and had positive blood cul- 
tures, but both recovered after serum treatment 
and surgical i 

F. W. Bancroft™ has recently reported some 
interesting studies conducted by his colleague, 
Kingsley Roberts, at the Fifth Avenue Hos- 

ital, on the bacteriology of operation wounds. 
en cultures were taken from the knife-blade 
which made the skin incision on presumably 
sterile skin, positive cultures were obtained in 
72 per cent. of cases. Of the bacteria found, 10 
were of the colon bacillus group, 37 diphther- 
oids, 10 streptococci, 16 staphylococci and 22 
miscellaneous. Similar bacteriologie studies of 
the peritoneum were made in surgically clean 
cases. A small opening was made in the perit- 
oneum and cultures were taken before the in- 
troduction of any instrument. In this series of 
79 cases, 93 per cent. showed positive cultures. 
Forty-two were diphtheroids, 10 staphylococci, 
10 colon bacilli, 14 streptococci, 9 gas bacilli 
and 22 miscellaneous. It was interesting that in 
this series the cultures from the knife-blade and 
from the peritoneum showed corresponding bac- 
teriologie findings in 62 cases, while in 17 
the findings were entirely different. Bancroft 
offers the following theories for the presence 
of bacteria in a clean wound: some are air- 
borne; others are due to bacteria in the skin 
and sweat glands; some are caused by bacteria 
in lymphaties. 

The bacteriology of the female pelvic organs 
is comparatively simple. The streptococcus, the 
gonococeus and the colon bacillus are the chief 
offenders. Clinically the most important of 
these infections are in the adnexa. Acute sal- 
pingitis of gonococcal origin is apt to go on to 

formation. The same is true of pneu- 
mococcus infections of the tubes. When Strep- 
tococcus hemolyticus is the infecting agent, the 
patient either dies from a secondary peritonitis 
or the condition clears up spontaneously. In 
ease of a pus-tube without history of an acute 
onset, the tubercle bacillus should be suspected. 
In pyosalpinx the offending organism can often 
be cultured from bits of tissue, though cultures 
from the pus itself are sterile. This is true also 
of suppurating gall-bladders and infected 
joints. The bacteriology of endocervicitis has 
never appeared to me important either locally or 
as a focus of infection for distant disturbances. 
The problem here is more one of improper 

i than of virulent infection. 

Infectious endometritis is really a rare dis- 


* 


ease. Puerperal fever is a Streptococcus hemo- 
lyticus infection in the vast majority of cases. 
Meleney and Watson”? have shown that in hos- 
pital epidemics of puerperal fever, one biologic 
type of hemolytic streptococcus may be re- 
sponsible for the entire epidemic. 

The more acute infections of the urethra, 
prostate and seminal vesicles are usually gono- 
coccal, but with fairly numerous exceptions. Al- 
most any of the ordinary pathogens can excite 
a non-specific urethritis. Colon bacillus infec- 
tions of the genito-urinary tract in males may 
be the result of chronic intestinal intoxication. 
The prostate and seminal vesicles are involved 
with or without previous venereal infection. 
These colon bacillus infections of the prostate 
and seminal vesicles are quite resistant to usual 
therapeutic measures. Wolbarst”* found that 
the most efficient results were obtained by strict 
dietary regimen and forcing the fluid intake. In 
stubborn cases vesicular irrigation may be neces- 
sary. 

The kidneys and renal pelves are frequently 
the site of staphylococcal and streptococcal in- 
fections with the colon bacillus acting as a sec- 
ondary invader. The tuberculous cases often 
become secondarily infected with pyogenic or- 
ganisms. Staphylococcus abscess in the kidney 
may rupture through the capsule and give rise 
to perinephric abscess. In pyelitis, both of the 
male and female, the colon bacillus is the com- 
monest excitant. Typhoid and paratyphoid 
pyelitis are not so prevalent now as they were 
twenty years ago. The pneumococcus, the strep- 
tococcus and the influenza bacillus sometimes ex- 
cite a hemorrhagic, catarrhal type of pyelitis 
which usually runs an acute course. Tubercu- 
lous pyelonephritis is nearly always secondary 
to tuberculosis elsewhere in the body. It proba- 
bly originates in the medullary portion of the 
kidney by the hematogenous route. As the dis- 
ease progresses, local cavitation ensues and the 
ureters and bladder become involved. 

The bacteriology of the intestinal tract, in 
spite of much intensive study, is still in a some- 
what chaotic state. We appreciate, of course, 
the clinical manifestations of the typhoid bacil- 
lus as distinguished from those of the two types, 
Alpha and Beta, of paratyphoid bacillus. Bacil- 
lus enteritidis, another gram-negative bacillus 
closely related to the typhoid-colon group, has 
come to be associated with the intoxication which 
follows food poisoning. It is well recognized that 
in infections with Bacillus dysenteriae, the Flex- 
ner strain is more frequently encountered in 
the summer diarrhea of infants, while the Shiga 
and Strong types are more active in the produc- 
tion of classic tropical dysentery. The tubercle 
bacillus, Treponema pallidum and Entamoeba 
dysenteriae each produce their characteristic ul- 
cerative lesions in the intestinal mucosa. 

The etiology of chronic ulcerative colitis must 
still be considered obscure, since it does not ap- 
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pear to be constantly associated with any one 
microérganism. Bargen?“ believes that chronic 
colitis is caused by a specific form of streptococ- 
cus. By intravenous injection of these strains, 
recovered from the ulcers of patients with 
chronic colitis, he was able to cause violent diar- 
rhea in rabbits, often with blood and mucus 
in the stools. At autopsy subcutaneous hemor- 
rhages and superficial ulcers were found in the 
mucous membrane of the rabbits’ large intes- 
tines. His descriptions and illustrations sug- 
gest that these streptococci belong to the so- 
called enteroeoeeus group. 

Ordinarily Bacillus coli plays a harmless röle 
in the intestinal tract, though at times it un- 
doubtedly takes on pathogenic qualities. Ordi- 
narily it is not found in large numbers high 
up in the small intestine and it is significant that 
when it does occur here, it produces speeifie ag- 
glutinins in the patient’s serum. The hemolytic 
type of Bacillus coli occurs more frequently in 
disturbed conditions of the intestine than in the 
normal gut. For this reason it may have some 
pathologic significance. Niles“ has obtained 
excellent results with autogenous vaccines in 
such cases. Streptococcus hemolyticus is rarely 
encountered in the normal stool. If present in 
any considerable numbers, it probably indicates 
a pathologic condition somewhere in the intes- 
tinal tract. On the other hand, Streptococcus 
viridans and enterococeus are normal inhabi- 
tants of the large intestine and probably have 
no pathologic significance. 

So far we appear to be on safe ground. When 
we come to a consideration, however, of the 
anaerobes in the intestinal flora, there is field 
for much speculation. Herter“ thought that he 
had established a relationship between a pre- 
dominance of gas bacilli in the stool and auto- 
intoxication. Modern bacteriologists, however, 
often find B. welchii in excessive numbers in 
the stools of patients who show no other abnor- 
mality. Moench, Kahn and Torrey” have shown 
that the incidence of B. welchii is constantly 
high in the stools in three conditions: 1. per- 
nicious anemia, 2. achlorhydria, and 3. carci- 
noma of the stomach. The significance of these 
findings is not yet entirely clear. Torrey be- 
lieves that intestinal stasis is a more important 
factor in the condition of autointoxication than 
the actual character of the intestinal flora. So 
long as the fecal contents move along rapidly 
through the gut, little or no toxic absorption 
takes place. When stasis occurs, however, it is 
probable that the products of various bacteria 
can produce toxic symptoms. Certainly bac- 
terial toxins are more readily absorbed from the 
small intestine than from the large gut. 

While on the subject of anaerobes, a word 
should be said about gas gangrene. It was for- 
merly assumed that the Welch bacillus was re- 
sponsible for all cases of gas gangrene. Recent 
studies, however, have shown that while the 


Welch bacillus is still the most important cause 
of this disease, ether anaerobes can also produce 
gangrene. The ones so far actually implicated 
are vibrion septique, Bacillus oedematiens and 
Bacillus histolyticus, the latter producing gang- 
rene without gas formation. All these organ- 
isms produce soluble toxins, and the Lederle 
Laboratories have recently prepared a polyv- 
alent antitoxin which contains antibodies against 
the toxins of all four of these anaerobes. 

An entire article could be written on bacterial 
manifestations in the skin. A particularly in- 
teresting phase of this field is the variety of 
lesions produced in the skin by the same micro- 
organism. One strain of Staphylococcus aureus, 
for instanee, will produce a papule; another 
strain a furuncle; still another a carbuncle; 
while a fourth will cause impetigo contagiosa. 
It is probable that the staphylococcus is respon- 
sible for certain forms of eczema. Streptococcus 
hemolyticus may produce the rash of scarlet 
fever, the spreading infiltration of erysipelas, a 
malignant cellulitis or erythema nodosum. It is 
interesting to note how frequently psoriasis 
occurs with rheumatoid arthritis, and our stud- 
ies on the latter disease in the Cornell Labora- 
tories lend support to the theory that psori- 
asis, at least in some cases, may be an expression 
of streptococcus infection. The tubercle bacil- 
lus and Treponema pallidum also affect the skin 
in various ways. 

This discussion is already too long, so we must 
dismiss the infections of the nervous system with 
only a few passing remarks. The meningococ- 
cus, streptococcus, pneumococcus and staphyl- 
ococeus all produce suppurative meningitis. The 
tuberele bacillus and Treponema pallidum lead 
to more chronic forms of meningeal inflamma- 
tion. Time does not permit a discussion of the 
virus of poliomyelitis and encephalitis, nor of 
the interesting bacteriologic studies recently 
reported on disseminated sclerosis. 

We have now completed our circuit and in 
conclusion we may well ask ourselves whether 
any general deductions concerning the nature of 
the various pathogens can be made from the 
character of the lesions which they produce in 
various organisms. From this survey it is prob- 
ably safe to say that man’s commonest bacterial 
enemies are the staphylococci, the streptococci 
and the pneumococci. Certainly these three 
species cover a multitude of diseases. All three 
are ubiquitous, all three can exist in the human 
body in saprophytic form. On the other hand, 
all three are capable, under the proper condi- 
tions, of taking on high virulence. . 

Staphylococcus aureus is essentially a pus pro- 
ducer. Staphylococeus albus may produce in- 
filtration without pus and occasionally, of 
course, Staphylococcus aureus may fail to lique- 
fy tissue. The typical staphylococcus lesion, 
however, is a suppurating lesion. 

Streptococcus hemolyticus is also a pus pro- 
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in its virulent form. It may, however, 
produce both acute and chronic lesions without 
actual pus formation. It appears to have no 
particular predilection for any part of the body, 
as it infects all kinds of tissue with equal facil- 
ity. The non-hemolytie or green streptococcus 


serous membranes and sets up acute or chronic 
catarrhal inflammation. The pneumococe 

like Streptococcus viridans, has its favorite 
habitat on mucous membrane, with, of course, a 
special predilection for the lung. We have seen, 
however, that it is capable, in certain eireum- 
= of attacking almost any tissue in the 


y. 

Nearly all the pathogenic bacteria have their 
favorite soil, but like the pneumococcus, can, 
when conditions are ripe, attack other parts of 
the body. The principle of selective affinity ap- 
plies not only to the bacterial species, but, as 
claimed by Rosenow’* years ago, it applies to 
special strains in the same species. Some strains 
of streptococci prefer the joints; some the skin; 
some the respiratory tract. The same is true 
of other bacterial species. 

The point, however, which I have tried to 
stress in this discussion is that various patho- 
genic bacteria can attack the same organ or ana- 
tomical part, and that in doing so, each tends 
to produce a more or less characteristic clinical 
picture. 

Someone has said that, in view of recent dis- 
coveries, the science of bacteriology must be 
completely rewritten and in a sense this is true. 
If time permitted, it would be interesting to re- 
view some of these new fields of investigation, 
such as the filterable viruses, bacteriophages, 
new anaerobes, bacterial dissociation and trans- 
mutation, the metabolism of bacteria, ete. Just 
now, there is considerable interest in the possi- 
bility of ordinary bacteria taking on filterable 
forms, and success has been claimed along this 
line for the tubercle bacillus, diphtheria bacillus, 
Bacillus dysenteriae and others. It remains to 
be seen how much of this work rests on solid 
ground. 

Modern bacteriology is a complex and diffi- 
cult science and the chief difficulty, at present, 
from the standpoint of clinical medicine, is that 
applied or clinical bacteriology lags too far be- 
hind the pure science. The reason for this, of 
course, is that there are not enough well-trained 
bacteriologists to supply the needs of the profes- 
sion. In the smaller cities and towns, the aver- 
age clinical bacteriologist has a very m 
equipment. He can examine sputum for T. B.,“ 
recognize the’ diphtheria bacillus and identify 
ordinary cultures, but when it comes to more 
intricate technic, the results are unreliable. 
Even in such comparatively simple matters as 
the typing of sputum for pneumococci and the 


plating out of cultures, the results are prover- 
bially unreliable. A prominent rhinologist re- 
cently told me that he had stopped taking cul- 
tures from the ears and sinuses because the 
laboratory reports were so unsatisfactory. The 
correction of this fault, of course, has to do with 
our whole system of medical education and this, 
too, is a subject which must be left for some 
other oceasion. 
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THE THERAPEUTIC USE OF STERILE MINERAL OIL 
IN THE BLADDER* 


BY BORIS E. GREENBERG, M. p., f 


use of sterile mineral oil in the bladder 
as a medium for eystoscopy and other vesi- 
cal manipulations was described in a previous 
paper’. Intense irritation, burning, and fre- 
quency, which usually follow cystoscopy, were 
avoided in cases in which sterile mineral oil, 
instead of the usual watery solution of boric 
acid, was used. The purpose of this paper is 
to call attention to some pathologic bladder 
conditions for which bland, sterile mineral oil 
is therapeutically effective. 

The oil is sterilized in the autoclave, cooled, 
and then heated to body temperature. A cath- 
eter is passed carefully through the urethra, 
and about 4 ounces of the oil injected slowly 
into the bladder by a syringe and left there. In 
spite of the fact that the patients are on forced 
fluids and, therefore, large amounts of water 
are passing through the bladder and irrigating 
it, the oil is not washed out for a period of 
five to seven days. This is proved by the fact 
that droplets of oil are found in the urine dur- 
ing that period. The oil is incompletely evac- 
uated, and probably adheres to the mucous mem- 
brane of the bladder exercising a soothing effect. 

Although many bacteriostatic and bacteri- 
cidal chemicals are beneficial, we feel that 
forced fluids are still the therapeutic agent most 
efficacious in inhibiting bacterial growth and 
lessening vesical inflammation and _ irritation. 
One of the drawbacks to this mode of therapy, 
however, is the spasm, burning, and pain on 
urination, which cause the patient to limit the 
fluid intake. It is here that the oil asserts itself 
therapeutically, not as a direct agent, but rather 
as an adjunct. Following the oil instillation, 
the bladder irritability and tenesmus are greatly 
alleviated, burning is decreased, and the whole 
mechanism of urination is relieved. With this 
relief, the patient loses his hydrophobia and fear 
of urination, and will drink the large amounts 
of fluid required for adequate therapy. 

The following cases demonstrate the useful- 
ness of mineral oil instillation into the bladder. 

Case I is typical of the results which we ob- 


R. B. (No. 8105), aged 61, a Jewish housewife, had 
a past history of heartburn and involuntary vom- 
iting, intermittently, of ten years’ duration. She 
gave a history of marked dysuria, frequency, 
urgency of one week’s duration, and acute vomiting 
and hematemesis of twelve years’ duration. Ten 
years previously the patient had had a cholecys- 

the 
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tectomy. The physical examination was essentially 
negative, except for a slight enlargement of the 
heart, a few rales at the bases of the lungs, and 
slight tenderness in the epigastrium. The urine 
varied from acid to alkaline; the specific gravity 
of the urine from 1.004 to 1.018; the sediment was 
loaded with white blood cells and bacteria. The 
red blood corpuscle count and hemoglobin were nor- 
mal; the white blood count was 14,000. 

chemistry: sugar 89; non protein nitrogen 36; Was- 
sermann reaction negative. Gastric analysis showed 
a normal acidity. Culture of the urine showed 
Bacillus coli. The split kidney function 

17% in the right ureter, and 20% in the left ureter. 
The sediment of the right kidney urine showed 


many white blood corpuscles in clumps, and Bacil- 
lus coli. 


A gastro-intestinal series was essentially nega- 

tive, except for adhesions in the right upper — 
rant. A cystogram showed a somewhat atonic blad - 
der with slight pouching on the lateral borders due 
to a cystocele. The right and left pyelograms were 
essentially negative. The temperature varied from 
97° to 103°. 
the blood pressure was 170/84. 
pital, the patient had several attacks of acute ab- 
dominal colic which required morphia for relief. 
Urinary symptoms of frequency, urgency, and burn- 
ing continued throughout the course of her stay in 
the hospital up to within ten days before her dis- 
charge. She was unable to take any fluids by 
mouth and could not retain her diet. On cystoscopy, 
an acutely inflamed, edematous bladder was found. 
After being in the hospital ten days, the patient was 
given from 1800 to 3000 c.c. of saline solution sub- 
cutaneously, daily irrigations of the bladder, and 
instillations of warm, sterile mineral oil. Her im- 
provement was remarkable. The burning and pain 
were completely relieved almost immediately, and 
the frequency was greatly diminished. Her gastric 
symptoms subsided, and she was able to take her diet 
and retain her fluid. It is now five months that 
the patient has been followed, during which time 
she has had bi-weekly instillations of warm mineral 
oil. She has no burning, no frequency, and no pain 
on urination. She takes large amounts of fluids. 
Cystoscopically her bladder is markedly improved. 
The mucous membrane is practically normal; there 
is no edema present. The urine has cleared up. 


We feel that the recovery of the bladder in- 
fection was due to the large amount of fluid 
taken, and that the oil had acted palliatively to 
relieve the patient of her urinary symptoms. 

The oil is useful therapeutically for its hemo- 
static tendencies. In Case II this point is 
stressed by the fact that the bl continued 


or stopped, according to whether oil was used 
or not. 


N. F. (No. 10185), aged 63, a Jewish male, seven 
weeks before entering the hospital developed fre- 
quency and passed several clots of blood on void- 
ing. He had some subsequent attacks of hema- 
turia and had ee: gg frequency and nocturia: 
there was no burning. The ye examination 


was essentially negative, except for arterio- 
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sugar 83; hemoglobin 85; and white blood 
count 7,900. The urine contained 10-12 white blood 
corpuscles, and 3-4 red blood corpuscles; the specific 
gravity varied from 1.002 to 1.020; there was no 
albumin and no casts. A phenolsulphonphthalein 2 
hour test showed 55% in 2 hours. The guinea pig 
test was negative. Cystoscopic examination revealed 
a very rough, velvety mucosa with areas of ulcera- 
tion and punctiform hemorrhages throughout. 
A diagnosis of hemorrhagic cystitis was made. The 
prostate was not remarkable. The patient was put 
on a treatment of forced fluids, and instillations of 
oil into the bladder. His frequency gradually sub- 
sided, and the hematuria disappeared. He then 
stopped treatment for a short while, and the hema- 
turia immediately returned. 

On instilling oil again, the hematuria was con- 
trolled. In this case, then, the man’s tenesmus was 
very severe, probably due to the ulcerations. His 
family doctor had attempted to treat him by forc- 
ing fluids, but was unable to do so, since the patient 
would not drink, because urination was so painful. 
After three oil instillations we had no more trou- 
ble with forcing fluids on this patient. He was kept 
on weekly instillations of oil, and his infection grad- 
ually subsided. 


In some cases of tuberculosis of the bladder, 
the tenesmus is so severe that a cystoscope can 
only be passed under anesthesia. In many of 
these cases by treating the bladder and by in- 
stilling oil a few times we were able, in a short 
time, to - a cystoscopy without the aid of anes- 
thesia. In bleeding from the tuberculous blad- 
der the oil has, as stated in Case II, also a hem- 
ostatic effect. After nephrectomy for tubercu- 
losis we have used oil in postoperative treat- 
ment, and as a dilating medium. It is interest- 
ing that.a patient with a tuberculous bladder 
will tolerate about twice as much oil as boric 
solution when being dilated. We have thus 
been able to increase the capacity of these blad- 
ders with greater ease, less pain to the patient, 
and about twice as rapidly. 


Case III. Miss E. G., aged 30, a Jewess, was ad- 
mitted to the hospital complaining of urgency and 
nocturia. Four years previously the patient had had 
a bilateral pyelogram taken, and a diagnosis of 
bilateral renal tuberculosis was made on the basis 
of positive guinea pig findings. She was sent to 
a sanatorium and was kept there for four years. 
During that time the symptoms increased in severity, 
especially during the last few months. 


On entering the hospital, the patient was placed 
on treatment of methylene blue by mouth and oil 
instillations into the bladder. Four months before 
her previous entry she had complained of fre- 
quency, urgency, dysuria, headache, chills, and 
hematuria on two or three occasions. She had 
nocturia 1-5 times and occasional incontinence. The 
pain was present in the left costovertebral angle 
and radiated across the back and down toward 
the genitalia. The patient had lost ten pounds in 
two years. At the time of entering the hospital, 
she was urinating every ten to fifteen minutes, and 
had nocturia twenty to thirty times during the 
night. Under methylene blue and oil treatments 
she was able to hold her urine for from 1% to 2% 
hour intervals. 


tially negative. ed 


cal examination was essen-| pros 
examination reveal 


the bladder mucosa inflamed in the region of the 
left ureteral orifice, which was of the golf-hole type. 
The right ureteral orifice, which was pulled over 
to the median line, was easily catheterized: the left 
to the median line, was out of vision, and it was im- 
possible to catheterize it. A pyelogram of the 
right kidney was essentially normal. The appear- 
ance time on a split renal function was 3 minutes 
on the right side. A transvesical split renal test 
was done. The function from the right kidney was 
11%, and the function in the bladder was 3%. 
sediment of the right ureter showed three to five 
white blood corpuscles; there were no tubércle 
bacilli found. The bladder urine was lodded with 
white blood corpuscles and with tubercle bacilli. 
Cultures were taken and were negative. Intra- 
venous urography by injection of 100 cc. of 40% 
iopax showed the right renal pelvis, calyces, 
ureters well outlined, with no abnormalities. 

The left renal pelvis, calyces, and ureters failed 
to show. A left nephrectomy was then performed. 
The kidney measured 12 x 5.5 x 2.5 cm. and weighed 
154 grams. Few of the renal markings remained, 
being almost completely replaced by cyst-like cav- 
ities. A considerable amount of serous fluid was 
found in these pockets. On examination, they were 
found to contain numerous pus cells and acid-fast 
organisms. A microscopic section showed typical 
tuberculous lesions in the pelvis, including ulcera- 
tions. The pathologic diagnosis was tuberculous 
pyelonephritis and tuberculous ureteritis. The pa- 
tient remained in the hospital 17 days postopera- 
tively. Her convalescence was uneventful. It is now 
five months since operation, and under treatment 
with methylene blue by mouth, and oil instillations 
into the bladder bi-weekly, she has gained 24 pounds. 
Her bladder symptoms are markedly diminished. 
Nocturia occurs twice, frequency 2-4 hours. 
bladder capacity is 8 ounces. Under this régime, the 
bladder symptoms in particular have been allevi- 
— in the postnephrectomy convalescence of the 
patient. 


In cases of alkaline inerusted cystitis, we have 
obtained very good results. After a few treat- 
ments, the oil floats off the incrustations and if 
the bladder is viewed cystoscopically, the in- 
erustated areas appear as irregular pale islands 
of mucosa, surrounded by a pinkish border. Sub- 
sequent examinations show these areas to be 
replaced by scar tissue. 


Case IV. B. G., a retired white man, 57 years of 
age, entered the hospital, complaining of frequency 
of six years’ duration. 

In 1924, the patient had a suprapubic lithotomy. 
He was symptom-free for one year. He then devel- 
oped frequency and nocturia, which have gradually 
increased in severity. The frequency was ten to 
twelve times by day, and nocturia eight to ten 
times. Physical examination was essentially nega- 
tive, except for marked arteriosclerosis and a blood 
pressure of 200/120. A cystoscopy showed the blad - 
der mucosa to be edematous and incrusted. The 
ureters were not seen. There was a large median 
bar and two moderately hypertrophied lateral lobes. 
A cystogram showed the bladder to be of the 
hypertrophic type. The base was raised and ir- 
regular. The urine was turbid, alkaline, and con- 
tained a large trace of albumin, many white blood 
corpuscles, an occasional red blood corpuscle, and 
many bacteria. The non-protein nitrogen was 29, 
the renal function 26%. A two-stage suprapubic 
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an uneventful convalescence. Attempts to acidify 
the urine were unsuccessful. The postoperative re- 
sult on discharge was good. He failed to keep his 
follow-up appointments, but was seen about four 
months Py complaining of frequency and noc- 
turia. A cystoscopic examination showed the blad- 
der mucosa to be edematous and encrusted. The 
urine was still markedly alkaline. Irrigations with 
boric solution did not have any effect on the in- 
crustations. Three ounces of oil were instilled and 
retained. The oil returned filled with quantities of 
crusts. The catheter became blocked by masses of 
crusts, and had to be irrigated. The patient was 
e The passage of the 

crusts through the urethra caused colic and ten- 
esmus. 

He was given oil instillations bi- for a 
month. The incrustations became less and less. His 
pao aga diminished, and he had nocturia but 

Cystoscopic examination revealed the blad- 
Gor oh be aes with small red areas, surrounded by 
pinkish-white rings of scar tissue. There were no 
incrustations left. This patient was followed for 
fifteen months, until recently, when he had a cor- 
onary occlusion. His urine was continually alkaline. 
He had no further incrustations, and was practically 
symptom-free. 


Instillations of oil are now being tried in 
chronic gonorrheal posterior infections, limit- 
ing the treatment to patients on whom catheter- 
ization can be safely done. 


Case V. H. F. had been given treatment for a 
gonorrheal infection for nine months by a venereolo- 
gist. When he was first seen by us, the patient 
had anterfor and posterior urethritis, prostatitis, 
and vesiculitis. He complained of severe tenesmus, 
urgency, frequency, nocturia, and bloody emissions. 
His first, second, third and fourth glasses were 
cloudy. Gram stain showed a mixed infection. The 


patient was restricting his fluid intake because of 
the severe tenesmus, burning and pain experienced 
on urinating. Daily instillations of warm mineral 
oil, in one ounce quantities, were made through a 
catheter for a period of one week, which relieved 


fluids, 
the first glass was slightly cloudy, and the second 
was completely clear. The immediate 
uneventful, and the disease ran an uncomplicated 
course under the usual therapy. 


Dilations, litholapaxy, and other vesical 
manipulations are facilitated by 
the instillations of oil into the bladder. 


CONCLUSIONS 


1. Mineral oil has a palliative effect on the 
bladder, mechanically relieving the symptoms 
of various types of inflammation. 

2. Mineral oil is an ideal medium for increas- 
ing the capacity of the bladder by distention. 

3. The after-effects of cystoscopic procedure on 
the bladder are alleviated by oil instillations. 


4. The incrustations, in cases of alkaline in- 
crusted cystitis, are removed and floated off very 
easily by oil. 

5. Oil has a hemostatic tendency. 


6. Some of the oil is retained in the normal 
bladder for five to seven days. 
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A CONVENIENT TECHNIQUE FOR STEAM INHALATIONS 
FOR BED PATIENTS* 


BY J. H. MEANS, M. p., f 


1929 one of us described a convenient tech- 
nique for breathing steam by means of a 
large bore rubber tube or a tube improvised 
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eral Hospital we have found the following 
method convenient for bed patients. Water is 
boiled in an ordinary kitchen tea kettle which 
is placed upon a chair beside the bed. A one- 


inch bore rubber tube, three feet long, is pushed 
over the spout of the kettle and passed be- 
tween the slats or spindles of the chair back. 
The patient places the free end of the tube in 
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his symptoms to such an extent that the patient was | 
able to void without burning, pain or tenesmus, 
and, therefore, to take large quantities of fluid freely. 
A 
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his mouth. The rubber tubing employed is 
that with which the Benedict-Roth 2 
apparatus is equipped and we have found it con- 
venient oftentimes to use a mouthpiece of the 
type used in basal metabolism determinations. 
A round hole three-quarters of an inch in 
diameter is made in the cover of the kettle. 
Care must be taken not to fill the kettle above 
the lower margin of the inner opening of the 
spout. Since the spouts are usually too low 
to be ideal for our purpose, we have had a tin 
smith construct a new spout by soldering in 
three inches of seven-eighths inch brass pipe a 
little higher than the original opening; the lat- 
ter is then sealed up. The apparatus so ar- 
ranged is shown in Fig. 1 and in use in Fig. 2. 
With such an arrangement one filling with 


freshly boiled water will give a satisfactory in- 
halation of fifteen minutes’ duration, which is 
all a patient wants at a time. The patient can- 
not get scalded by upsetting the kettle since 
it is lower than the bed. If anyone else does 80 
it is through his own carelessness. 

It is in the postoperative thyroid cases chief- 
ly that we use this technique, but it is suitable 
for any bed patient requiring an inhalation. 
Tincture of benzoin compound is usually em- 
ployed for the sake of f ce. The chief 
advantage of this method to the patient is that 
he can lie in bed without putting his neck in 
an uncomfortable position. 
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PRESENT-DAY PROBLEMS OF YELLOW 
FEVER 

The United States Public Health Service has re- 
cently pointed out that except in reminiscence, the 
average physician rarely gives a thought to yellow 
fever. No doubt some believe that the disease has 
been almost eradicated and that it will soon disap- 
pear from the entire world; but it is by no means 
near extinction. There is a vast reservoir of yel- 
low fever in West Africa; the disease still persists 
in certain parts of Brazil; and in 1929 it reappeared 
in Colombia. It is not only possible but extremely 
probable that, on account of increased and more 
rapid means of inter ication, particularly in- 
crease in travel by airplane, yellow fever will re- 
appear in many former endemic centers and even 
spread to countries never before infected, unless 
the strictest vigilance is maintained to prevent it. 

The virus of yellow fever remains undiscovered. 
This unknown but living entity, when first it gains 
access to the blood of human beings, produces yel- 
low fever in most adults, often resulting in death. 
However, in children, and also in many adults, the 
virus of yellow fever may be present and complete 
its life cycle in the body without producing recog- 
nizable manifestations of its presence. This fact 
gives rise to large numbers of “missed” or unrec- 
ognized cases of the disease. 

Until recently it was believed that a single mos- 
quito (Aedes aegypti variety) was alone responsible 
for the transmission of yellow fever and that in the 
absence of this species, which does not breed in 
ground water, the disease could not be propagated. 
Then, too, it was frequently believed that this in- 
sect would not fly more than about 200 yards. We 
are now told that there are 13 species of mosquitoes 
that can convey yellow fever, and that Aedes 
aegypti will travel from 400 to 1,000 yards; that, 
under laboratory conditions, the virus of yellow 
fever may be passed from one mosquito to another; 
and that some of the newly discovered vectors breed 
in ground water. 

Certain species of m 
excluded, suggesting infection contact. 


1929. 
Efforts are still being made to immunize against 
yellow fever with, as yet, varying and unsatisfactory 
results. 

It is hardly possible at this time to evaluate our 
newer knowledge of yellow fever or to express it 
in terms of prophylaxis and control. However, it is 
not believed that yellow fever is ordinarily conta- 
gious; and it is doubtful whether the transmission 
of the disease from mosquito to mosquito is an 
important factor in rapidly propagating the disease, 
though possibly it may be in maintaining its exist- 
ence. It is still a question whether insects which 
breed in ground water are a serious epidemiologic 
factor on this continent; but we cannot ignore them. 
It seems most probable that the susceptible human 
(or animal) host is a necessary link in the continued 
existence of yellow fever in spite of the apparent 
demonstration of the infection of one mosquito by 
another. 

To sum up the effect which this newer knowledge 
of yellow fever may have in combating the disease, 
it may be said that, while these new discoveries 
enable us to combat yellow fever more effectively, 
they reveal to us the fact that our goal of complete 
extermination is, apparently, a far more formidable 
task than we were led to believe a few years ago. 

The prevention of the spread of yellow fever and 
its eradication can no longer be regarded as the in- 
dividual affair of the nation in whose territory the 
disease exists; it is a matter of interest to the entire 
world. The presence of yellow fever in one country 
is the immediate concern of all countries within 
striking distance of the disease and, for humani- 
the collective concern of all civilized 


laxation of effort in the struggle to control, and 
eventually to exterminate, this dangerous disease. 
On the contrary, there should be a forward, a con- 
tinuous, a persistent attack on every lurking focus 
until yellow fever is annihilated, even though it 
—5 require decades of effort to accomplish this 


So long, however, as yellow fever remains in the 
territory of any country, other nations with infectible 
territory must necessarily exercise the right to quar- 
antine against those places where the disease exists. 
Quarantine measures which afford full protection 
today may be found to be wholly inadequate tomor- 
row, depending on the appearance of new foci and 
the development of new and more rapid facilities 
for int i The necessity for quaran- 
tine measures against yellow fever increases with 
proximity to the focus of infection, with the extent 
of the infection, and with rapidity of travel. Ports 
and places in many parts of the world that were 
formerly weeks apart by ordinary means of commu- 


nication are now within a few days of each other 
by airplane. 
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CASE 18031 


‘PURPURA WITH A HIGH DIASTOLIC 
BLOOD PRESSURE 


MepicaL DEPARTMENT 
PRESENTATION OF CASE 


Dr. James A. Hatstep*: This is the case 
of a fifteen year old white Portuguese-American 
schoolgirl who entered the Emergency Ward 
October 17 with a severe nosebleed of seven 
days’ duration. 

She had never been very strong, had always 
been undersized and frail, though she had never 
had any specific diseases of any sort. Seven 
years ago she had a nosebleed which lasted two 
days following drainage of an abscess at the 
angle of the jaw. She had no more bleeding 
until two years ago, when she had another very 
severe nosebleed. At this time there were spots 
all over her body. She was sent to a hospital, 
where she stayed three weeks. She made an un- 
eventful recovery. Soon after this she had a 
tooth extracted, with quite severe hemorrhage 
from the gums for two days. Since that time 
she had had bluish spots on her body occasion- 
ally, and her gums had bled slightly. Seven 
days before entry she had another very severe 
nosebleed lasting four days which was finally 
stopped by packing by a doctor, although she 
had had considerable oozing ever since. She 
became pale and very weak and was finally 
brought into the Emergency Ward. There was 
no hematuria and no vomiting of blood, although 
she had vomited six times in the course of a 
few days. She had a severe cough and was very 


The family history is negative. There were 
no bleeding tendencies, no tuberculosis, no con- 
tact with tuberculosis. 

She had had none of the usual childhood dis- 
eases. She had always been undersized, under- 
nourished and weak, but had had no definite 
symptoms. She had frequent sore throats and 
colds. She had always had a poor appetite 
and had eaten very little meat. 

Physical examination showed a very drowsy 
girl, very pale. She had a few bluish spots on 
the lower legs and breasts, perhaps a dozen in 
all. She was bleeding slightly from her gums 
and there was some dried blood in her nose. 
There were small red spots on the pharynx and 


*Junior interne on the West Medical service. 


both lung fields in the midportion below the 
apices and a small area of dullness beneath the 
left scapula. The spleen was not felt. Ab- 
dominal examination in general was negative. 
The knee jerks and ankle jerks were absent. 

Her temperature was 99.2°, respiration 25, 
pulse 100. 

The urine showed a large trace of albumin. 
It was loaded with white cells. There were no 
red cells or casts. The white blood count was 
35,200, the red count 1,746,000, the hemoglobin 
35 per cent. Smear showed marked variation in 
size, but all the cells were quite round. There 
was considerable polychromatophilia, no achro- 
mia. No platelets were seen on the smear and 
no abnormal white cells. The bleeding time was 
twenty-one minutes. The clot did not retract 
at all in twenty-four hours. 

An x-ray was en on the way up from 
the Emergency Ward because of the rales in 
her chest. It showed diminished radiance 
throughout both midlung fields. 

We decided to transfuse her. She was group 
IV. Twelve donors were tried, but none of 
them proved to be directly compatible. We 
finally gave her 50 cubic centimeters of whole 
blood intramuscularly that night. The next 
morning we found a donor who was compatible 
and we gave her a transfusion of 400 cubic 
centimeters. The blood pressure following trans- 
fusion was 140/100. It soon dropped to 
120/100, where it remained. She became drowsy 
that afternoon and had rather deep, rapid 
respiration. Dr. Vincent saw her and advised 
further studies to rule out other types of pur- 
pura than primary. She had a rather high 
white cell count which somewhat suggested 
leukemia. It was 53,000 the day following ad- 
mission. Dr. Hunter thought she was too sick 
for splenectomy and advised daily transfusions. 
The drowsiness he thought was probably due to 
cerebral hemorrhage. 

The second day after entry she spat up red 
frothy sputum, the respirations rose and the 
veins were quite engorged. Later she became 
comatose, with very deep respirations. Oxygen 
was administered for her cyanosis, but she went 
downhill and died that night, October 19. 

That morning we had taken blood for vari- 
ous tests, including the non-protein nitrogen. 
The examinations were not reported until the 
following day, the day after she died. The re- 
WS | port on the non-protein nitrogen came back 275. 

Dr. Georce W. Hoimes: This is a rather 
unusual appearance in the chest. It was in- 
terpreted as being due to bronchiectasis, but 
there is nothing characteristic about it. On the 
lower right side there is rather diffuse mot- 
tling in the region of one of the bronchi and 


hoarse. 
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the left side a similar mottled area, more 
dense, toward the periphery. The heart shadow 
was rather ia and large, somewhat like a 


ronchopneumonia of the influenzal type migh 
look like that, or hemorrhage into the bronchi. 


Dr. CHester M. Jones: Isn't that heart 
rather large for a fifteen year old girl? 

Dr. Hotmes: It looks like a dilated heart, 
but the films were not taken at the usual dis- 
tance. With the patient lying on her back 
there would be considerable distortion. 

Dr. WILIA B. Rossins: The question came 
up with her as to whether she had broncho- 
pneumonia. This high white cell count, which 
was apparently a differential count, was largely 
polynuclears. There were no special cells sug- 
gesting abnormal white cells. The leukocytosis 
seemed to be a reaction which might possibly be 
associated with b ho ia. When she 
first came in she had an area of rales at each 
side. As we watched her it was perfectly evi- 
dent that she was having alveolar hemorrhage, 
because she began to cough up frothy bright 

red blood evidently coming from the alveoli in 
the lung. So we made a diagnosis of hemor- 
rhage in the lung itself. In the early stages 
we could not say that. She had no platelets. 
With her story we believed that it was a pri- 
mary thrombopenic purpura with hemorrhage. 
The finding of the non-protein nitrogen was not 
known to us at the time. We did not get that 
until the day after she died, so that no diag- 
nosis in relation to that was put in. She seemed 
to us at the last to be a ease of 1 
purpura with probable b eumonia, not 
a leukemia. 

Dr. BetH Vincent: As Dr. Robbins has said, 
it seemed fairly evident when we saw the case 
that the patient had thrombopenic purpura, 
probably primary, although the high white cell 
count raised the question of leukemia. The child 
was very sick, in very bad condition, much worse 
than could be attributed to actual loss of blood. 
The drowsiness and the signs in the lung sug- 

gested the presence of an internal hemorrhage, 
cerebral or pulmonary, which would account 
for the poor condition of the patient. Under 
those circumstances it did not seem wise to un- 


vised t. 

In these cases of thrombopenic purpura, we 
seldom lose the patient on account of external- 
hemorrhage. By means of transfusion and 
splenectomy we are usually able to control this 
type of bleeding even if profuse. The outlook 
is not so good in the event of an internal hem- 
orrhage, that is hemorrhage which is fatal on 
account of the nature of the organ or struc- 
ture it involves and not on account of the quan- 
tity of blood lost. In the case of this patient the 


A 7 was possibly into the pulmonary tissue. 


think if this is an instance of hemorrhage into 
the pulmonary tissue it is the first one of that 
type I have seen. 
Dr. FrepericK T. Lorp: Isn't there a differ- 
ence in the outlook in acute and chronic cases? 
Vincent: Yes. The prognosis is worse 
in acute cases. I do not however think it is 
quite so hopeless that I should care to refuse 
splenectomy. My feeling is that in the acute 
eases we should transfuse before operation and 
be prepared to transfuse after it. It seems to 
me that although we cannot say splenectomy al- 
ways cures thrombopenic purpura, it is the most 
effective measure we have at present to correct 
the hemorrhagic tendency, and therefore should 
be used in the acute as well as the chronic cases. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Primary thrombocytopenic purpura. 
ANATOMIC DIAGNOSES 

Chronic nephritis. 

Thrombopenie purpura, probably 

Acute endocarditis 

Chronic pericarditis. 

Hypertrophy of the heart. 

Bronchopneumonia. 

Old tuberculosis of the retroperitoneal lymph 
nodes. 


PatTHoLoaic Discussion 


Dr. Tracy B. Matuory: The autopsy find- 
ings in this case were a complete surprise to 
everybody, myself included. 

Her heart was quite definitely hypertrophied. 
She had an acute endocarditis. There was a 
quite marked old pericarditis as well. 

The lungs showed very extensive patchy con- 
solidation the greater part of which was very 
bright red in color, but some patches were some- 
what grayish red. In gross we were not sure 
whether we were dealing with pure hemorrhage 
into the alveoli or with that plus a certain 
amount of bronchopneumonia. The microscopic 
sections suggested the latter very strongly. I 
think there is a definite though relatively slight 
pneumonia and around each of these pneumonic 
patches are very extensive areas of purpuric 
hemorrhage. 

The kidneys showed an extreme degree of 


at a distance of seven feet and of course a good 
deal of the appearance may be due to magnifica- 
tion. We sometimes see a similar picture in 
hilum tuberculosis, but there the process would 
be likely to be more in the hilum area and not 
quite so much along the bronchi as it is here. 
ATU 2 DAC Dund OU ait: ne aT was 
bleeder we suspected that some of the alveo 
might be filled with blood. I think the findings 
are consistent with hemorrhage or with bron- 
chopneumonia. There may be some bronchiec- 
tasis present. 

CuintcaL Discussion 
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chronic nephritis. The pair weighed about 100 


grams. The cortex was barely a millimeter 
thick. Microscopically the vast majority of 
glomeruli showed complete sclerosis. There were 
marked secondary changes in the vessels. 

The retroperitoneal lymph nodes showed a few 
areas of old tuberculosis, not very active. 

The spleen weighed 200 grams. That is very 
little above normal size. In gross we thought 
we could make out the corpuscles very distinctly, 
but microscopically there was no lymphoid hy- 
perplasia at all. Almost all cases of thrombo- 
penic purpura do show fairly generalized 
lymphoid hyperplasia. She showed some in the 
intestinal tract, but that does not mean any- 
thing, because chronic nephritis could account 
for it perfectly well. Since there is no distine- 
tive anatomic picture of thrombopenie purpura 
we cannot rule it out. On the other hand the 
kidneys could account for the whole thing and 
perhaps the chances are in favor of secondary 
rather than primary purpura. 

Dr. Vincent: Would you say that the pneu- 
monia that developed in the lung was at that 
time the seat of purpurie hemorrhage or that 
purpurie hemorrhage followed the pneumonia ? 

Dr. MaLLox r: I rather think it was the sec- 
ond. It is a matter of common knowledge that 
purpurie hemorrhages appear at spots where 
there has been slight trauma. I have noticed 
that the same thing is true of inflammatory 
processes. I have seen, for instance, purpuric 
spots scattered over the pericardium and on 
closer examination could find a little fibrinous 
exudate over each of the purpurie spots. A local 
inflammatory process may serve to localize the 
hemorrhage in a particular area. I think a good 
deal of the hemorrhage in the lungs in this ease 
was secondary to pneumonia. I cannot say that 
it all was. 

Microseopically the epicardium was very 
much thickened and contained a great deal of 
fat tissue. That is common in elderly people 
but very unusual in children. There was a lit- 
tle lymph node in the epicardium, a thing I have 
never happened to see before. Throughout the 
epicardium was marked fibrous thickening, and 
there are adhesions of rather a vascular charac- 
ter running across to the parietal pleural tissue. 
In the heart itself there was considerable inter- 
stitial edema, something one often sees in chronic 
nephritis. It may be present in other diseases 
also. There were also numerous foci of fibro- 
sis. In one spot in the epicardium we found a 
peculiar little group of moponuclear cells which 
almost suggested a tubercle, although it was 
impossible to be sure exactly what it was. 

The lungs showed the very large area of dif- 
fuse hemorrhage, the alveoli in many places 
being filled with nothing but red cells. In other 
places there were more numerous polynuclears. 

think there is no doubt but that there is a 
pneumonic process there. 

The spleen showed almost complete absence 


of hyperplasia in the Malpighian corpuscles. 
There was also a well-marked arteriolar degen- 
eration which fits well with a long-standing 
chronic nephritis. 

The kidney showed large areas of fibrosis with 
hyalinized and sclerosed glomeruli, a few clus- 
ters of dilated tubes. There was marked lym- 
phoeytie infiltration characteristic of a very 
chronic glomerular nephritis. 

The only spot in which we found at all marked 
lymphoid hyperplasia was the ileum. One of 
the Peyer’s patches showed lymphoid follicles 
with very hyperplastic lymphoid centers. In 
the terminal stages of many cases of nephritis 
a marked enteritis is so characteristic that I am 
more inclined to connect it with that than with 
a possible thrombopenie purpura. 

The tuberculous mesenteric lymph nodes were 
largely caseous and markedly fibrosed. It seems 
to be a relatively inactive process. 

Dr. Antag V. Bock: Was there any evidence 
of arteriosclerosis in the retinal vessels ? 

Dr. I cannot answer, though it 
seems probable from the marked arteriolar 
changes in the abdominal vessels. 

Dr. Lorp: The complex is suggestive of diet- 
ary deficiency, particularly of vitamin C from 
the swollen bleeding gums and the purpura. 

Dr. Rossins: I think nothing in regard 
that came up in the history. 

Dr. Matuory: One point in retrospect that 
seems to stand out as unexplained by a diagnosis 
of thrombopenic purpura is the high diastolic 
pressure. It was constantly over 100. I think 
that perhaps that should have made one sus- 
picious of a nephritie process earlier. 

Dr. EARxLRE M. Cnar MAN: There is a case now 
in the hospital much like this, a woman of fifty- 
seven who has had small petechiae over her 
body for the past ten years. For two years she 
has had itching of the skin, and for the past 
ten months numerous petechiae and eecchymoses 
over the body. She now has severe anemia and 
marked impairment of kidney function. The 
bleeding time is prolonged. The platelets are 
decreased and the blood clot is friable and does 
not retract. 

A Puysician: Do you think there was a ter- 
minal pericarditis ? 

Dr. MarLonr: It seemed too old and too ex- 
tensive to be classed as terminal. 

Purpura is a not uncommon terminal event 
in nephritis. But if the history is reliable here 
as,to the long-standing purpura it seems rather 
astonishing. 

Dr. Bock: I think it doubtful if nephritis 
could exist so long with little to suggest it except 
purpura. In nephritis one would expect more 
in the clinical picture. I should think the evi- 
dence favors primary thrombopenie purpura. 

Dr. MalLLonr: One must always remember 


to 


the large proportion of nephritics who have no 


symptoms until almost 
uremia. 


the time they go into 
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CASE 18032 
PYELONEPHRITIS AND HYPERTENSION 
MeEpiIcaAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. M. Morris Pinckney*: This is the case 
of a thirty-eight year old Canadian housewife 
who entered complaining of severe dyspnea, 
headaches, specks before her eyes and abdom- 
inal pain of eleven weeks’ duration. 

Her mother died at forty-eight of gastric ear- 
cinoma. One brother was in the hospital with 
tuberculosis of the wrist. She had three chil- 
dren living and well. She had had from eight to 
eleven miscarriages, three or four before the 
first baby, two or three before the second, one 
after the second. and two or three after the 
third. The last one occurred over four years 


She had scarlet fever as a child. She had had 
frequent sore throats and colds, together with 
left earaches. She had a tonsillectomy and ade- 
noidectomy when she was seven years old and 
another three and one half years ago. For five 
or six years she had vague pains called ‘‘rheu- 
matism’’ in her shoulders and lower back, but 
had had none since her upper teeth were re- 
moved a year and a half ago. She had worn 
glasses since she was sixteen because of blurred 
vision. 

In spite of sore throats most of her life the 

tient believed she was in good health when she 

ad the second tonsillectomy and adenoidectomy. 
Her doctor found her blood pressure to be ele- 
vated and put her on a diet for hypertension 
and obesity. This she did not follow. For three 
years she had been having a frequency of three 
to five times by day and twice by night. Be- 
cause of dyspnea on exertion she was forced to 
rest for two or three hours during the day. She 
had very frequent headaches which made her 
head feel as if it were going to burst. These 
were associated with blurring of vision. Exer- 
tion always aggravated the headaches. Eight 
months ago she had a severe nosebleed which 
lasted fourteen hours, bringing great relief to 
the headaches for a few days. Eleven weeks ago 
she began to have choking spells with dyspnea, a 
sense of pressure over the precordium, head- 
ache and increasing weakness. These attacks 
came most often at night and were relieved by 
sitting up. At this time for a week she passed 
rusty colored urine suggesting blood. For the 
past three weeks the periods of headaches and 
dyspnea had progressed in severity and fre- 
quency and the patient had become much weak- 
er. She had frequent attacks of severe pain 
radiating from the pelvis to the left upper quad- 
rant. Her ankles swelled at night. She had 
recently had sore throat and difficulty in hear- 
ing. One day a week ago she passed more rusty 
colored urine. For the past four days she had 
vomited everything she tried to eat. 

On examination she was moderately obese. 


*Senior interne on the West Medical service. 


There was evidence of weight loss and slight 
dyspnea. The fundi were full of fresh hemor- 
rhages and the disks were choked. The lower 
teeth were in fair condition. The tongue was 
slightly coated. The heart was enlarged to the 
left. The blood pressure was 250/160. The 
radials were moderately sclerosed. The lungs 
were negative except for occasional moist rales 
at the bases. The liver was slightly tender at 
the costal margin and there was tenderness in 
the right costovertebral angle. 

Her non-protein nitrogen was 62 at admission. 
The urine showed a trace of albumin, white and 
red cells, no casts. The specific gravity was con- 
sistently at a low point. Her fluid intake 
was 60 to 80 ounces with an output of 25 ounces. 
The blood pressure remained elevated at 
250/150. 

Because of increasingly severe headaches a 
venesection was done and 1000 eubie centime- 
ters of blood withdrawn with great relief. The 
blood pressure dropped from 260/160 to 
200/110. The day following venesection her 
urinary output fell to 8 to 10 ounces. Glucose 
25 per cent was given intravenously in an effort 
to promote diuresis, but without effect. The 
non-protein nitrogen gradually rose to 103 four 
days later. The temperature was 104°. Ex- 
amination then showed tenderness in the region 
of the right parotid. The patient was alternate- 
ly delirious and comatose. The non-protein ni- 
trogen rose finally to 220. The patient died 
two weeks after entry. 


CLINICAL Discussion 


Dr. James Howarp Means: I think the vene- 
section is interesting. When she had spontane- 
ous bleeding it relieved the headache for some 
time. I think we see that happen rather often. 
The headache of hypertension can be relieved 
by venesection and it may be relieved by nose- 
bleed, by withdrawal of blood either spontane- 
ously or artificially, and the relief may last for 
a long time. I remember one case in which the 
relief lasted a good many weeks. Apparently 
with venesection here of a liter she had relief 
of her symptoms, but the kidneys remained shut 
down after that. Possibly it would be well not 
to withdraw quite so much blood. A small ven- 
esection may relieve the symptoms and not 
cause renal shutdown. 

Dr. Jonx P. Monks: What other forms of 
spontaneous bleeding give relief of the symp- 
toms of hypertension ? 

Dr. Means: The ones I remember have been 
nosebleeds. 

Dr. Monks: I should think they might get a 
considerable hemorrhage from a kidney. 

Dr. Tracy B. Mautwory: A straight hyperten- 
sive case rarely bleeds from the kidney. I run 
across cases now and then with hematemesis 
where I cannot find at autopsy any sufficient 
local cause. Some but not all of these cases had 
hypertension. I wonder whether or not that 
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had something to do with the bleeding in this 


case. 

Dr. J. DI Barney: Don’t we see 
hematuria not so very infrequently with chronic 
and 


teristically bleeds. 
Dr. Means: That is due to oozing of blood 
because of the inflammatory process in the kid- 
ney. Rupture of vessels from hypertension is a 
very different matter. 
CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Chronic nephritis. 
Hypertension. 


Uremia. 

ANATOMIC DIAGNOSES 
Vascular nephritis, malignant. 

Pyelonephritis. 

Hypertrophy of the heart (hypertensive). 

Bronchopneumonia. 

Arteriosclerosis. 

Small softening of the lenticular nucleus. 

Polyposis of the colon. 

Acute colitis. 

PaTHOLOGIC Discussion 

Dr. Matiory: The important autopsy find- 
ings in this case were limited to the heart, which 
was of course hypertrophied, the brain, which | in 
showed a small area of softening, and the kid- 
neys, which were the most interesting feature. 
They showed two lesions which might easily have 
caused some difficulty in the diagnosis. There 
was a well-marked pyelonephritis with evidence 
of an inflammatory process well up in the kid- 
ney substance and also an extremely severe vas- 
cular nephritie process in the arterioles which 
it would be fair to classify as malignant hyper- 
tension. From a histologic point of view it is 
one of the few really marked cases we have had 
here in several years. 

There was another change that is common in 
any type of nephritis progressing into uremia 
and that was an acute colitis with small foci 
of hemorrhagic necrosis in the mucosa. In addi- 
tion many of the arterioles in her intestinal 
tract also show these acute inflammatory 
changes. It has recently been called to my 
attention that the intestine is one of the best 
places to pick up the degenerative arterial 
changes in hypertensive cases. 

Dr. Artie V. Bock: Did you see the arch of 
the aorta, Dr. Mallory? 

Dr. Matuory: We have it down simply as 
showing very numerous very fine atheromatous 
rem ; no calcification. 

. Freperick T. Lorp: I have been much 
* — with the merit of Volhard and Fahr’s 
classification of nephropathy into nephrosis, in 
which there is a degenerative process affecting 
the tubules, in contrast to the inflammation and 


+ — — — 
ineluded diffuse and focal glomerular neph- 
ritis, the latter occurring as a complication of 
bacterial endocarditis. The third group is 
nephrosclerosis, as in the case under 


adopt such a — 1 At present such 
terms are commonly used as arteriosclerotic 
which is to be regarded eather on 6 
degenerative than an inflammatory process, and 
acute and chronic nephritis without further 
qualification. As acute and chronic nephritis 
complicate an infection and the glomeruli are 
predominantly affected the term glomerular 
nephritis seems preferable. 

Dr. MlLonr: I should be inclined to agree 
with you. Of course I think all the classifica- 
tions of nephritis differ mostly in the names 
they call things, not in the general classification. 
The essential difference is in the way in which 
they regard the general pathologic processes. 
This did fall according to Volhard and Fahr’s 
classification into the main group of malignant 
nephrosclerosis, the type that Klemperer has 
recently described in this country. 

Dr. Lorp: The classification seems to have 
merit from a practical point of view, 

the degenerative from the in- 
flammatory lesions. A number of investiga- 
tors, including Longeope and his associates, have 
accumulated evidence suggesting that infection 
with hemolytic streptococci has an important 
bearing on the etiology and persistence of the 
diffuse form of glomerular nephritis. The clin- 
ical identification of this group should encour- 
age search for some focus of infection. 

Dr. Means: I think the classification of Vol- 
hard and Fahr is very satisfactory. Van Slyke 
has put all the essentials of the subject of neph- 
ritis in a very condensed form in a monograph 
which appeared in Medicine about a year ago; 
in fact most of the important points about neph- 
ritis are on one page. He follows Volhard and 
Fahr’s classification into three main groups. 
I think we do attempt to classify nephritides in 
that fashion here. There are various synony- 
mous terms for these three types which lead to 
some confusion. If however one takes that table 
given in Van Slyke’s monograph the confusion 
will be abolished, because he has all these syn- 
onyms in that table. 

Dr. Lorp: What is the experience in the hos- 
pital with regard to the merit of the urea clear- | 
ance test as a test of renal function? 

Dr. Means: I think Dr. Chapman knows 

ARLE : We are preparing 
some studies of the renal function which we 
started a year ago, but we have not enough to- 
gether yet from which to draw conclusions. 
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THE HISTORY OF SCIENCE 


Dr. Georce Sarton’s Introduction to the 
History of Science’’, Volume II*, covering the 
period of the 12th and 13th centuries, in two 
large parts totalling over 1200 pages, can only 
be adequately referred to as a colossal work. The 
first volume of over 800 pages was reviewed in 
the Boston Medical and Surgical Journal, Jan- 
uary 19, 1928. The work is so important and 
of such a nature that further editorial comment 
is indicated. The subject is handled as a vast 
panorama and includes not only mathematics, 
astronomy, physics, chemistry, geography, and 
natural history, but also medicine. The cen- 
turies are divided into equal halves and each 
section has an introductory chapter on the im- 
portant medical developments of the period. In 
addition there is a biographie reference to the 
physicians active during the time, a note on 
any important book written by the individual 
and the chief critical articles about him which 

*Sarton, George. Introduction to the History of Science. 

: The Williams & Wilkins Co., 1931. Volume II. 
Part I, v + 480 pages; part II. xvi + 1251 pages. 


appear in the literature. The book is so ar- 

that one could read the introductory 
chapters for each half-century without making 
use of all the biographie and bibliographic ad- 
denda, thus forming a continuous presentation 
of the subject. 

One cannot help but admire Dr. Sarton’s 
amazing erudition, which is equalled only by his 
energy. To the physician these volumes offer a 
vast storehouse of information on all science, 
but are particularly rich also in the history of 
medicine. Dr. Sarton’s style is such that the 
reading of one of his chapters is a delight. 


ANOTHER BOIL OPENS 


A NEw journal, cheaply sensational in type, 
entitled ‘‘Medical Horrors’’ has entered the 
lists. ‘‘Medical Horrors,’’ according to its edi- 
torial announcement, is published eight times 
a year by the Green Band Publishing Corp., 
Myrick Building, Springfield, Mass. One Henry 
Marcus is the President, one H. S. Clark the 
Vice-President, one Lila Kaplan the Secretary. 
The editorial and executive offices are in Room 
1205, 570 Seventh Avenue, New York. 

‘‘Medical Horrors, judging from its first 
issue, is poorly written, badly printed, sold for 
twenty-five cents and apparently dedicated to 
the throwing of filth on the medical and allied 
professions. Its advent can be received com- 
placently. Those who make a practice of using 
foul invectives usually find that such attacks 
react as boomerangs. 

It is to be expected, of course, if this penny 
dreadful’’ achieves any circulation, that the type 
of individual who would read it would give it 
credence, for Nature abhors a vacuum and 
empty heads must be filled with something. 
There will also be some attraction to the offer 
of a thousand dollars in prizes to be paid by 
the publishers for the best original stories by 
those who have suffered horrible experiences in 
medicine. The announcement of the contest is 
couched in engaging language—not exactly 
Shakespearean, but still near enough to English 
to be recognizable. Tell us, and tell the world, 
the offer reads, of the RUINED LIVES, the 
BLASTED HOPES, the CRIPPLED OFF- 
SPRING, the Mentally DEFICIENT YOUNG- 
STERS, who have been THRUST upon the 
world, BECAUSE OF INCOMPETENT FAK- 
ERS, BARBAROUS BUTCHERS, RAPA- 
CIOUS ROBBERS, INSULTING INTERNES, 
or MISCELLANEOUS MIDWIVES! (commas 
and capitals not ours). : 

Apparently printer’s ink and the cheaper 
grades of paper are suffering from the general 
depression. 

No decent-minded physician will sell himself 
to further the designs of this publication. 
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SIGNIFICANT ATTEMPTS AT LEGISLA- 
TIONꝰ 


ATTENTION of our readers is called to House 
Bill No. 203 in which the comment of the Com- 
missioner of Education relating thereto appears, 
and also House No. 204 with specific reference 
to the University of Massachusetts by the said 

ner. Another matter of interest may 
be found in House No. 221 in which a pharmacist 
may not change a prescription or make substi- 
tution of ingredients specified in a prescription 
except with the knowledge and consent of the 
prescribing physician if said physician can pos- 
sibly be reached. This IF“ is very significant. 

House Bill No. 188 is designed to legalize the 
practice of magnetic healing. A similar bill was 
defeated last year. 


*See Massachusetts Legislative Notes, page 133. 


AN IMPORTANT MEETING 


Dr. Hu F. Day, representing the Bos- 
ton Medical Library and Dr. Leland S. McKit- 
trick, representing the Suffolk District Medical 
Society, have arranged for a joint meeting at 
the Medical Library, January twenty-seven at 
which Dr. Michael Davis, a member of the Com- 
mittee on the Costs of Medical Care, will discuss 
some of the problems to which this committee has 
devoted its activities. 

The problems incident to the costs of illness 
have been actively discussed during the past 
four years by doctors, dentists, nurses, pharma- 
cists, public health organizations and the laity. 

The need for care in dealing with the ills of 
mankind is practically universal, and the cost 
thereof is a major problem in the lives of a great 
proportion of the people. 

Medicine must share in the responsibility of 
solving many of the perplexities which confront 
the country at the present time. 

The subject to be discussed at this meeting 
should appeal to all physicians who can take 
time to attend and since Dr. Davis will devote 
much of his discourse to hospital problems this 
central thought will interest those who are seek- 
ing answers to the economic and ethical phases 
of practice. 

The committee in charge of this meeting will 
be pleased to have the attendance of doctors from 
all sections of the State. 


THIS WEEK’S ISSUE 


Contatns articles by the following named au- 
thors: 


Surrn, Mruuarp. M.S., B.S., M.D. Harvard 
Medical. School 1923. Formerly Assistant Pro- 
fessor of Medicine, University of Michigan. His 
subject is A Study of 102 Cases of Atrophie | H 


Arthritis. 1. Introduction. Statistical Data.’’ 
Page 103. Address: 472 Commonwealth Ave- 
nue, 


Cattett, R. B. M.D. Harvard University 
Medical School 1925. Surgeon, Lahey Clinic. 
Assistant Surgeon, New England Baptist Hos- 
pital. Address: 605 Commonwealth Avenue, 
Boston. Associated with him is: 

Stotzer, L. W. M.D. Harvard Uni 
Medical School 1928. Formerly Assistant in 
Surgery, Lahey Clinic. Address: Pittsfield, 
Massachusetts. Their subject is ‘‘The Treat- 
ment of Pilonidal Sinus and End Results.’’ 
Page 110. 


Ceci, Russi, L. A.B., Se. D., M.D. Uni- 
versity College of Medicine, Richmond, Va. 1906. 
Assistant Professor of Medicine, Cornell Univer- 
sity Medical School, New York City. Assistant 
Visiting Physician to Bellevue Hospital, New 
York City. His subject is The Bacteriologic 
Point of View.’’ Page 114. Address: 33 East 
61st Street, New York City. 


GreenberG, Boris EB. M.D. Tufts College 
Medical School 1918. Assistant Urologist, Beth 
Israel Hospital. Visiting Urologist, Evangeline 
Booth Hospital. Consultant Urologist, Essex 
County Sanatorium. Address: 636 Beacon 


Medical School 1928. Resident Urologist, Beth 
Israel Hospital. Address: Beth Israel Hospi- 
tal, Boston. Their subject is ‘‘The Therapeutic 
Use of Sterile Mineral Oil in the Bladder.’’ 
Page 122. 

Means, J. H. A.B., M.D. Harvard University 
Medical School 1911. Chief of Medical Service, 
Massachusetts General Hospital. Jackson Pro- 
fessor of Clinical Medicine, Harvard since 1923. 
Address: Massachusetts General Hospital, Bos- 
ton. Associated with him is 

LerMANn, J. A.B., M.D. ‘Harvard University 
Medical School 1927. Assistant in Medicine, 
Harvard Medical School. In charge of the 
Metabolism Laboratory, Massachusetts General 
Hospital. Address: Massachusetts General 
Hospital, Boston. Their subject is ‘‘A Con- 
venient Technique for Steam Inhalations for 
Bed Patients.’’ Page 124. 

— 


APPOINTMENT OF DR. ELLIOTT CARR 
CUTLER 


Dr. Cuter has been appointed as Moseley 
Professor of Surgery at the Harvard Medical 
School thereby returning to Boston where he 
early won distinction in the field of surgery. 

He has occupied the position of Director of 
Surgery at the Lakeside Hospital and Profes- 
sor of Surgery at Western Reserve University 
for the past eight years. He graduated from 

Harvard University with the degree of A.B. in 


CCC ĩ˙ðwꝛ-. 
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1909 and from Harvard Medical School in 1913. 
He was in charge of the first Harvard Unit in 
Paris in the World War and was soon raised 
to the rank of Major and given charge of Base 
Hospital No. 5. Later, for his services at Hos- 
pital No. 3 (Evacuation Hospital) at Boulogne, 
a he was given his Distinguished Service 

The Journal published an article ‘‘Cardiotomy 
and Valvulotomy for Mitral Stenosis. Experi- 
mental Observations and Clinical Notes Concern- 
ing an Operated Case with Recovery’’ by Dr. 
Elliott C. Cutler and Dr. S. A. Levine in the 
issue of June 28, 1923. 

His return to Boston will be cordially ap- 
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MASSACHUSETTS LEGISLATIVE 
NOTES 
HOUSE—NO. 203* 


THE COMMONWEALTH OF MASSACHUSETTS 


Department of Education, 
State House, Boston, December 30, 1931. 
To the Honorable Senate and House of Representa- 
tives of the Commonwealth of Massachusetts, in 
General Court assembled. 


In accordance with section 6 of chapter 3 of the 
General Laws, as amended by chapter 51 of the 
Acts of 1923 and by chapter 170 of the Acts of 
1924, the Department of Education transmits here- 
with the petition and accompanying bill of Horatio 
S. Card, M. D., Joseph B. Rockett, D.M.D., M. D., 
and John F. Correa, Jr., M. D., of Boston, Patrick J. 
Duane of Waltham, and Francis F. Sears of Weston, 
for authority for Middlesex College of Medicine and 
Surgery, Inc., to confer the degree of Doctor of 
Dental Medicine. 

After careful consideration of the work of the 
College and inspection of its plant and equipment, 
the Department of Education respectfully recom- 
mends that the petition for the Middlesex College of 
Medicine and Surgery, Inc., for authority to confer 
the degree of Doctor of Dental Medicine be not 
granted. 

Very truly yours, 
Payson SMITH, 
Commissioner of Education. 


HOUSE—NO. 203* 


Petition of Horatio S. Card and others that Middle- 
sex College of Medicine and Surgery, Inc., be author- 
ized to confer the degree of doctor of dental medicine. 
Education. 


An Act authorizing the Middlesex College of Medicine 
and Surgery, Inc., to confer the Degree of Doctor 
of Dental Medicine. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 


Section 1. The Middlesex College of Medicine and 
Surgery, Inc., a corporation incorporated under 
chapter twenty-eight of the acts of eighteen hundred 
and forty-nine under the name of the Worcester 
Medical Institution, and whose name was changed 
to its present one under general law, December fif- 
teen, nineteen hundred and fourteen, is hereby 
authorized to grant the degree of doctor of dental 
medicine to students properly accredited and rec- 
ognized by a majority of its trustees; provided, that 
the course of instruction furnished by the corpora- 
tion shall occupy not less than four years of thirty- 
two weeks each. 

Section 2. This act shall take effect upon its 
passage. 


HOUSE—NO. 204* 
THE COMMONWEALTH OF MASSACHUSETTS 


Department of Education, 
State House, Boston, December 30, 1931. 
To the Honorable Senate and House of Representa- 
tives of the Commonwealth of Massachusetts, in 
General Court assembled. 


In accordance with section 6 of chapter 3 of the 
General Laws, as amended by chapter 51 of the Acts 
of 1923 and by chapter 170 of the Acts of 1924, the 
Department of Education transmits herewith the pe- 
tition and accompanying bill of C. Ruggles Smith, 
John M. Russell, George P. Tilton, H. F. Whitte- 
more of Boston, Patrick H. Duane of Waltham, 
and Francis S. Sears of Weston, for authority for 
the University of Massachusetts, Inc., to grant the 
degree of Bachelor of Science. 

The petition of the University of Massachusetts 
for the right to grant the degree of Bachelor of 
Science appears to call for a somewhat extended 
statement. 

The University of Massachusetts is described by 
the petitioners as a premedical school offering a two- 
year premedical course, with the requirements for 
admission covering the satisfactory completion of a 
high school course. The petitioners desire to ex- 
tend the course of the University of Massachusetts 
to three years and to give the degree of Bachelor 
of Science. This degree, it is intended, shall be 
given after one additional year shall have been 
completed satisfactorily at the Middlesex College 
of Medicine and Surgery. 

The University of Massachusetts was incorporated 
in August, 1917, under the general incorporation act. 
It did not derive its charter from a special act of the 
Legislature. The catalogue of the University of 
Massachusetts, which is incorporated in the same 
bulletin with the catalogue of the Middlesex College 
of Medicine and Surgery, includes a faculty of 
eleven members, some of whose names also ap- 
pear as members of the faculty of the Middlesex 
College of Medicine and Surgery. Only seven or 
eight members of the faculty appear to give full 

*House Bills 203 and 204 will be heard before the C 


ommittee 
on Education in Room 481. on , January 26, at 10:30 
A. M. 
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time to instruction within the University of Mas- 
sachusetts. 

Two pages of the joint catalogue of the University 
of Massachusetts and the Middlesex College of 
Medicine and Surgery are devoted to descriptive in- 
formation of the first-named institution. 

The catalogue does not describe in detail the 
courses offered by the University. It lists as pre- 
scribed subjects “Chemistry, Physics, Biology, Eng- 
lish, French or German, Latin and Greek deriva- 
tives, Anatomy and Physiology.” It states that, in 
addition to class-room instruction in these subjects, 
“students are required to complete a series of labora- 
tory courses in Chemistry, Physics, and Biology, 
including Protozoology and Comparative Anatomy”. 

The tuition and other charges to students in the 
University of Massachusetts are stated by the cata- 
logue to be $250 a year, with additional charges 
for books, and equipment amounting approximately 
to $40 a year. 

The University of Massachusetts, by statement 
of the treasurer, has funds as follows: 


Trust fund from sale of building and land 
415 Newbury Street, Boston 
Trust fund from gifts of alumni and 


friends 125,000 
In bank 4,500 
Total $194,500 


The University of Massachusetts appears to receive 
annually from student fees approximately $16,000. 
It pays annually faculty salaries of approximately 
$11,000. The University, apparently, owns no prop- 
erty, but makes use of the facilities offered, prob- 
ably without cost, by the Middlesex College of 
Medicine and Surgery. 

It is to be noted that the bill and petition for 
giving to the University of Massachusetts the right 
to grant the degree of Bachelor of Science indicate 
that it is the intention of the University of Massa- 
chusetts to offer its work, and to award its degrees, 
in coöperation with the Middlesex College of Medi- 
cine and Surgery. The University of Massachusetts 
does not contemplate, for the present at least, the 
extension of its own course for the Bachelor of Sci- 
ence degree beyond three years. 

In connection with this bill and petition, it seems 
important to call attention to the fact that the Uni- 
versity of Massachusetts appears to be the only 
institution in this country carrying the name of a 
state, which is not conducted directly under state 
auspices or has been directly chartered by the legis- 
lature of the state. 

The University of Massachusetts does not have at 
all the scope of a university in the common under- 
standing of that term. In fact, the term “college” 
could not be appropriately applied to an institution 
so limited in buildings and equipment, in financial 
resources, or in the scope of its educational work. 

The Department recommends that the bill and pe- 
tition of the University of Massachusetts to grant 
the Bachelor of Science degree be not approved. 


Further, the Department recommends that the 
Legislature take whatever steps it may consider 
necessary to inquire into the propriety of permitting 
the University of Massachusetts to continue to use 
its present name. 
Very truly yours, 
Payson SMITH, 
Commissioner of Education. 


HOUSE—NO. 221 


An Act regulating the Dispensing of Medicine and 
Physicians’ Prescriptions by Druggists. 

No prescription shall be dispensed by any person, 
except a registered pharmacist, an assistant regis- 
tered pharmacist, or an apprentice under the super- 
vision of one of the above registered pharmacists, 
except a physician, in an emergency, at the bedside, 
under the same conditions as pertain to the admin- 
istration of narcotics, and in towns and villages in 
which there is no store with a registered pharmacist 
in attendance. No pharmacist shall change a pre- 
scription or substitute other ingredients for those 
specified, except with the knowledge and consent of 
the prescribing physician, if said physician can pos- 
sibly be reached. 


HOUSE—NO. 188 


An Act to create a Board of Examination and Regis- 
tration to regulate the Practice of Magnetic Heal- 
ers. 


Section 1. Within thirty days after this act shall 
take effect, the governor, by and with the advice 
and consent of the council, shall appoint three per- 
sons who shall constitute a board of magnetic heal- 
ers examination and registration. Such persons 
shall be residents of this state, gifted with magnetic 
ability. Upon the appointment and qualification of 
said members, of said board, they shall be thereby 
automatically registered under the provisions of this 
act. One of said persons appointed as aforesaid 
shall be designated to hold office for three years, 
one for two years and one for one year. At the 
expiration of the term of service thus designated 
each appointment thereafter shall be for the period 
of three years. Any vacancy in said board caused 
by death, resignation or for any other cause except 
compietion of a full term of service shall be filled 
by the like appointment of a person qualified as 
aforesaid to hold office during the unexpired term of 
the member whose place he fills. The person des- 
ignated to hold office for one year shall be deemed 
chairman of the board for the purpose of designat- 
ing the time and place of holding the first meeting 
of the board for the purposes of organization. Any 
member of said board may be removed from office, 
for cause, by the governor, with the advice and con- 
sent of the council. 


Section 2. Said board shall meet on the second 
Tuesday of June of each year at such time and 
place as its chairman may designate for the purpose 
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of organization. They shall elect one of their mem- 
bers as chairman for a term of one year, and one 
of their members as secretary, to hold such office 
at the pleasure of the board; provided, however, 
that the first meeting for organization under the 
provisions of this act shall be within thirty days 
after the appointment and confirmation of the board, 
and the officers elected at the first meeting shall 
continue as such until the annual meeting of the 
board in the year nineteen hundred and thirty-two. 


the governor and council for the faithful discharge 
of the duties of his office. Said board shall hold 
regular meetings at least twice in each year for the 
purpose of considering applications, examining ap- 
plicants and such other business as may properly 
come before the board, the time and place of such 
meeting to be determined by the board. Special 
meetings may be called at the pleasure of the chair- 
man, and in case of death or inability of the 
chairman the secretary may call special meetings. 
Said board shall keep a correct record of all its 


authority and the performance of 
The chairman and secretary shall be em- 
administer oaths in matters connected 
duties of said board. The records of the 
include, among other things, a rec- 
moneys received and disbursed by said 
a list of all applicants for certificates, 
the name and location of the applicant, and 
be recorded whether the applicant 
r denied a certificate. Said records, 


48 F 
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Section 3. Any person, before engaging in the 
practice of magnetic healing in this state, shall 
make application for a certificate to practice mag- 


netic healing to the board of magnetic healers ex- 


aminers and registration, on a form prescribed by 
said board. Said application shall be filed with 
the secretary of the board, at least seven days be- 
fore the date of examination, together with a de- 
posit of twenty-five dollars, which said deposit shall 
be returned to applicant in case the application is 
rejected. Each applicant must be at least twenty- 
one years of age, and capable of examining nerve 
conditions by his magnetic power. All applicants 
must also present a certificate of good moral char- 
acter signed by some reputable resident of the state 
of Massachusetts, and such other reasonable and 


proper facts as the board in its blank application 
may require. 

Section 4. The board shall then require the ap- 
plicant to submit to an examination as to his or her 
qualifications for the practice of magnetic healing, 
which examination shall include the subject of 
nerves, If such examination is passed in a manner 
satisfactory to the board, then the board shall issue 
to the said applicant a certificate granting him or 
her the right to practice magnetic healing in the 
state of Massachusetts; provided, however, that any 
person who has been a practitioner of magnetic 
healing in this state for a period of three years 
next prior to the passage of this act in the state 
of Massachusetts one year prior to the passage of 
this act, shall, upon exhibition of satisfactory proof 
thereof to said board and upon the payment of a 
fee of ten dollars, be entitled to make application for 
such certificate, which certificate shall be granted, 
without examination, if such application is made and 
filed within ninety days after this act becomes effec- 
tive. Any person of good moral character, licensed 
by magnetic healing board of any other state or ter- 
ritory having a standard equal to the state of Mas- 
sachusetts, shall be licensed without examination, 
upon the payment of twenty-five dollars, and the li- 
cense obtained in such other state, and satisfactory 
evidence of good moral character; but the board 
may, in its discretion, require an examination of any 
such applicant. The board may réfuse to grant a 
certificate to any person convicted of a felony, 
or who has been guilty of grossly unprofessional 
conduct, or who is addicted to any vice to such a 
degree as to render such person unfit to practice 
magnetic healing, and may, after due notice and 
hearing, revoke a certificate already issued, for 
like cause. 

Section 5. When the board shall have granted to 
a person the certificate mentioned in section four 
hereof, such certificate shall designate the holder as 
a magnetic healer, and shall be publicly displayed 
at the person’s principal place of business so long 
as such person shall continue to practice magnetic 
healing for gain or hire. Such certificate shall en- 
title the person to whom it is granted to practice 
magnetic healing in any county in this state, but it 
shall not authorize its holder to administer drugs 
or perform surgical operations with the use of in- 
struments except as now allowed by statute; pro- 
vided, however, that nothing in this act shall be 
construed to prohibit any legally registered mag- 
netic healer in this state from practicing surgery 
after having passed a satisfactory examination there- 
in before the state board of registration in medicine. 

Section 6. Nothing in this act shall be construed 
to restrain or restrict any legally licensed physician, 
surgeon, dentist, osteopath, or nurse in the practice 
of his or her profession; nor shall this act apply to 
masseurs in their particular sphere or labor, who 
publicly represent themselves as such; nor to any 
commissioned medical officer in the United States 
army or public health service, in the performance 
of his duties as such; nor to prohibit gratuitous 


2 
The person elected as secretary shall give a bond 
to the treasurer of state in the penal sum of one 
thousand dollars with sureties to be approved by 
proceedings and shall have power to make such 
rules and regulations, not inconsistent with law, 

deem necessary for the successful en- 
of 
or duplicates thereof, shall always be open to in- 
spection in the office of the secretary during regu- 
lar office hours, and shall be prima facie evidence 
of all matters recorded therein. Two members 
of the board shall constitute a quorum for the trans- 
action of business but no certificate to practice 
magnetic healing shall be granted except on an 
affirmative vote of at least two members of the 
board. 


magnetic healing in treating diseases of the human 
body, or any person who shall buy, sell or fraudu- 
lently obtain any diploma, license, record or regis- 
tration to practice magnetic healing, or who shall 


meeting a registered magnetic healer practitioner in 
this state for consultation; provided, further, that 
this section shall not apply to the two classes of 
persons mentioned in the proviso in section four 
hereof until ninety days after the passage of this 
act, the time allowed within which they may secure 
the required certificate. 

Section 8. All fees received by the secretary and 
not returned to the applicant shall be paid monthly 
to the state treasurer. The compensation of mem- 
bers of the board shall be fifteen dollars per day 
for each day actually spent in the discharge of 
their duty, and, in addition thereto, they shall re- 
ceive necessary traveling expenses. The secretary 
shall be allowed extra compensation for books, sta- 
tionery, postage and other necessary expenses 
authorized by the board and actually incurred. The 
compensation and expense of said board and its 
secretary and all other expenses proper and nec- 
essary in the opinion of said board to discharge 
its duties hereunder and to enforce the provisions 
of this act shall be paid out of the state treasury 
after the approval of the state auditor, upon the 
requisition signed by the president and secretary of 
said board, provided that the amounts so paid shall 
in no case exceed the total amount received for the 
current year by the treasurer of state from the 
board as fees; and so much of said receipts as may 
be necessary is hereby appropriated for the com- 
pensation and expenses of the board as aforesaid. 

Section 9. The board, its members or agents, 
shall investigate all complaints, and all cases of 
non-compliance with, or violation of, the provisions 
of this chapter relating to the registration of mag- 


in the course of professional business of any person 
to whom a certificate has been issued by them and 
after hearing, may, by vote of two thirds of the en- 
tire board, revoke the certificate and cancel the 


8 


issued. Said board may also suspend or revoke 
any certificate by a two thirds vote of the entire 
board, in any cases where such certificate has been 


reviving and producing life and circulation in the 
nerve system and cells, so as to heal all nerve af- 
fections. This definition is inclusive and any and 
all other methods are hereby declared not to be 
magnetic healing and magnetic healing is hereby 
declared not to be the practice of medicine, sur- 
gery, dentistry and osteopathy within the meaning 
of chapter one hundred and twelve of the General 
Laws of Massachusetts, and all acts additional 
thereto and amendatory thereof. 

Section 13. No person shall enter upon or con- 
tinue in the practice of magnetic healing in the com- 
monwealth until he has presented to the clerk of the 
town where he has or intends to have an office or 
his usual place of business, his certificate of regis- 
tration as a registered magnetic healer, or, if it is 
lost, a certified statement issued by the board, set- 
ting forth all the material facts in the original cer- 
tificate, and a fee of twenty-five cents. Thereupon 
the clerk shall record the name of the owner of said 
certificate or certified statement, together with the 
date of record upon blanks approved by the board, 
said blanks to be so arranged that a duplicate car- 
bon copy shall be made at the time of the original 
record. He shall keep the original as a part of 
his official records, and it shall be open to the pub- 
lic for inspection. He shall then twenty-four hours 
after such record forward the duplicate to the board. 
Whoever practices, or attempts to practice, the sys- 
tem, method or science of healing known as mag- 
netic healing, without complying with this section, 
or whoever submits to a town clerk a false or 
fraudulent certificate or certified statement, shall 
be punished by a fine of not less than five dol- 


136 EDITORIAL DEPARTMENT M. BJ. 

; January 21, 1932 

service or the rendering of assistance to emergen-/| netic healers, and shall bring all such cases to the 
cy cases. notice of the proper prosecuting officer. Said board 

Section 7. Any person, who shall practice or after a conviction before a proper court for crime 

attempt to practice, or use the science or system of a 
D registration of the perso 

aid or abet in such selling or fraudulent obtaining; — — 

g or who shall practice magnetic healing under cover 

‘ of any diploma, license, record or registration to 

practice magnetic healing, illegally obtained, or | wrongfully obtained or for any fraud connected 
signed or issued unlawfully or under fraudulent / with the said registration. 
representations; or who after conviction of felony Section 10. Said board shall annually on or be- 
shall practice magnetic healing, or who shall use| fore the first day of January in each year make a 
any of the forms of letters, “Magnetic Healer” or | report to the governor containing a full and com- 
any other titles or letters, either alone or with | plete account of all its official acts during the pre- 
qualifying words or phrases, under such circum-/| ceding year. Also a statement of its receipts or 
stances as to induce the belief that the person | suggestions as it may deem essential. 
who uses such terms is engaged in the practice of SEcTION 11. All laws, rules and regulations now 
magnetic healing without having complied with | in force in this state, or which shall hereafter be en- 
the provisions of this act, shall be deemed guilty | acted, for the purpose of regulating the reporting of 
of a misdemeanor, and upon conviction thereof | contagious diseases and deaths to the proper author- 
shall be fined not less than fifty dollars, nor more | ities, and to which the registered practitioner of 
than five hundred dollars, or be imprisoned in the | medicine is subject, shall apply equally to the prac- 
house of correction not less than thirty days nor] titioner of magnetic healer. 
more than one year, or both; provided, that nothing | Section 12. The system, method or science com- 
in this act shall be construed to prohibit any law-/ monly known as magnetic healers, or the practice of 
netic healer in other state | magnetic healing, is defined to be the science of 
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nor more than one hundred dollars, and any 
clerk who refuses or neglects to comply with 
section shall be punished by a fine of not 
than five dollars nor more than ten dollars. 


HOUSE—NO. 73 


By Mr. Lewis R. Sullivan, Jr., of Boston, petition 
of Lewis R. Sullivan, Jr., for repeal of certain pro- 
visions of law relative to promotion of anatomical 
science and disposition of bodies of certain de- 
ceased persons. Public Health. 

THE COMMONWEALTH OF MASSACHUSETTS 
In the Year One Thousand Nine Hundred 
and Thirty-Two 
An Act repealing Certain Provisions of Law relative 
to Promotion of Anatomical Science. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Chapter one hundred and thirteen of the General 
Laws, relative to the promotion of anatomical sci- 
ence, is hereby repealed. 


Eprtrortat Nore: This bill, if enacted, would re- 
move the legal support now given to the study of 
anatomy in the medical schools of this state and 
would therefore be a serious handicap to medical 
education. 


SENATE—NO. 35 


An Act to define the Qualifications for Membership 
in the Board of Registration in Medicine. 


Section ten of chapter thirteen of the General 
Laws is hereby amended by striking out the first 
sentence and inserting in place thereof the follow- 
ing:—Section 10. There shall be a board of regis- 
tration in medicine, in the following section called 
the board, consisting of seven persons, registered as 
qualified physicians under section ten of chapter one 
hundred and twelve or corresponding provisions of 
earlier laws, residents of the commonwealth, and 
who shall have for ten years actively engaged in 
the practice of their profession,—so that said sec- 
tion shall read as follows:—Section 10. There shall 
be a board of registration in medicine, in the fol- 
lowing section called the board, consisting of seven 
persons, registered as qualified physicians under 
section ten of chapter one hundred and twelve or 
corresponding provisions of earlier laws, residents 
of the commonwealth, and who shall have been for 
ten years actively engaged in the practice of their 
profession. No member of said board shall belong 
to the faculty of any medical college or university, 
and no more than three members thereof shall at 
one time be members of any one chartered state 
medical society. One member thereof shall annual- 
ly in June be appointed by the governor, with the 
advice and consent of the council, for the seven 
years from July first following. 


MISCELLANY 
POSSIBLE PHYSICAL FACTORS IN THE BE- 
HAVIOR PROBLEMS OF THE YOUNG* 


BY ALLAN WINTER ROWE, PH.D. 


For some years past it has been generally recog- 
nized that disturbances in function of the so-called 
ductless glands may be associated in the individual 
with more or less characteristic changes in person- 
ality. A natural sequence of this thought has been to 
associate those personality changes in childhood 
which may be productive of a behavior problem 
with possible endocrine disorders in the individual 
child. Since 1912 the speaker, with a large group 
of associates at the Evans Memorial of the Massa- 
chusetts Memorial Hospitals, has been engaged in 
the development of objective methods and proce- 
dures for the differential diagnosis of disorders of 
the endocrine glands. During the earlier phases of 
this research the studies were, of necessity, con- 
fined to the investigation of adults because normal, 
healthy children were not available for the deter- 
mination of normal standards of performances for the 
various diagnostic procedures in childhood. Within 
these later years, however, a sufficient amount of 
information has been gathered to establish normal 
levels of performance and thus to recognize de- 
partures from that normal. Further, with the 
wealth of material deriving from the extensive stud- 
ies of the adult, it has been possible to organize 
these departures from the normal into function 
patterns suggestive or characteristic of individual 
ductless glandular disturbances. It is thus possi- 
ble today by objective methods to determine with 
some degree of precision the presence or absence of 
an endocrine disease in the individual child togeth- 
er with a just estimate of other diseases in states 
unassociated with the glands and which may coexist 
in the same person. 


In the study of a consecutive series of 4000 pa- 
tients, analysis of the records showed that 650 were 
less than 17 years of age. This boundary for child- 
hood is, of course, arbitrary as would be the se- 
lection of any other age. The warrant was assumed 
on physiologic grounds, the basis being that normal- 
ly the beginning steps of maturity are taken before 
the seventeenth birthday. 

In this group of 650 children, all of whom pre- 
sented at least one demonstrable disease condition, 
it was found that 104, or about one-sixth of the se- 
ries, reported a so-called behavior problem. The 
other children with similar departures from physi- 
cal normalcy had not developed traits of character 
producing problems of behavior of sufficient magni- 
tude to warrant this report in the history of the 
case. The careful diagnostic studies carried out on 
the entire group show that approximately two-thirds 
of the children, actually 63 in number, had, as a 
major physical disability, a functional disturbance 
of one of the endocrine glands. The remaining one- 


*A Radio Talk from Station WHDH, December 30, 1931 at 
11:30 A. M. 
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third, actually 36 in number, gave evidence of real 
departures from normal health but the primary out- 
standing condition was one in no way directly con- 
nected with the endocrine system. 

The powerful influences exercised by the individ- 

ual members of the endocrine family upon such es- 
sential human characteristics as growth, physical 
and mental development, and the like, have led to a 
widespread interest if not a widespread knowledge 
in them and the results of their disturbed function. 
Actually but few structures in the body can be re- 
garded as being proved glands of internal secretory 
activity and of this small group only a fraction are 
met with in any degree of frequency. The cémmon- 
est forms of endocrine disorder encountered in or- 
dinary experience are related to disturbances either 
of the pituitary body, a small glandular structure 
situated within the skull, or of the thyroid, an- 
other structure located in the front part of the neck. 
The results of the diagnostic studies of the 68 
children with endocrine disorders showed that 53, 
or about three-fourths of the group, had some form 
of pituitary disturbances, while practically all of the 
remainder were cases of some type of thyroid dis- 
ease. As there are several other endocrine glands, 
these statistics are of some significance. 
Turning to the smaller group of 36 children with- 
out glandular involvement, it was found that half of 
them gave evidence of the results of injury to the 
brain, while ten more presented conditions such as 
chorea and epilepsy which are likewise associated 
with the nervous system. The remaining cases ir 
the group fell into a second single category, all of 
them showing as their primary physical difficulty 
a severe infection such as tuberculosis. By means 
of the extensive and in largest measure objective 
methods by which each child was studied and the 
diagnosis established, it was possible to define the 
physical condition with a real degree of certainty 
and clearness of outline. Further, each study was 
sufficiently comprehensive to ascertain the presence 
not only of the primary departure from the physical 
normal but also to estimate with reasonable cer- 
tainty other and complicating physical states which 
could be regarded as secondary to the first. With 
injury to the nervous system playing so important a 
part in the non-glandular series, it was interesting 
to find on analysis that slightly more than half of 
the children with glandular disorders gave either a 
history or presented physical evidences of injury to 
the brain or cord. In other words, of a total of 104 
children, 59 could be regarded as demonstrating, 
actually or potentially, some real injury to the nerv- 
ous system. The relative magnitude of this asso- 
ciation is both impressive and suggestive. As noted 
above, it is possible to define the physical status of 
these children in terms of departure from the physi- 
cal normal which are objective in character, of 
common usage, and which carry to hearers the same 
general significance. 

The same cannot be said of the definition of the 
behavior problem for the term is both elastic and 


comprehensive. A subjective basis is unavoidable 
in many cases and the criteria of designation highly 
varied. Using the terminology of the initial report, 
be it from physician, social agent, or parent, an at- 
tempt was made to group the patients in classes 
which might be regarded as descriptive. A few of 
the children were easy to classify as they had com- 
mitted definite subversive acts against existing stat- 
utes or laws. A second group included those who had 
offended against current convention by committing 
various acts of delinquency. The third group was 
comprised of those whose behavior produced a prob- 
lem in their social and environmental relationships, 
such as asocial, antisocial, disobedient, and so on. 
While the first group would seem to be the one easi- 
est to define, so many factors come into the picture 
as influences of significance as to make just classi- 
fications a matter of great difficulty if not impossi- 
bility. For example, a child taught to steal commits 
the same material act as does one who has been 
carefully nurtured and educated in the belief that 
theft is wrong. The end result is the same result 
with the two children but the mechanisms involved 
in producing that result are in no sense identical. 
the interpretation and classification of an attitude 
tion is even more elastic, as in these offenses against 
custom both example and precept are powerful di- 
recting agencies. In the last group, one reaches the 
nebulous fields of the offenses against common or 
usual behavior. These depend almost entirely upon 
the interpretation and classification of an attitude 
of mind. It is certain here that parental or simi- 
lar influences on the one hand, and opinions from 
like sources on the other, are certainly the genesis 
of a significant number of reports both of behavior 
problems in children who are normal in conduct, 
and equally of the denial of an existing mental and 
behavior status that ill adapts the child for ad- 
justment in its environment. On the other hand we 
have the parent of an imbecile child who reports 
the latter as being as normal as the children he 
plays with, and on the other, in a series of 20 chil- 
dren regarded as feebleminded by the parents, only 
ten warranted this designation while with the other 
ten a familial pessimism was the only reason for 
the report. 

It is impossible in the brief compass of a discus- 
sion of this type to touch upon any of the details of 
the investigative work carried out with the chil- 
dren. It may be said, however, that the careful study 
of the entire group gave uniform evidence of gross 
errors of metabolism, the latter term used in the 
broadest sense of its possible significance. De- 
velopment defects, mal- and under-nutrition, lower- 
ed resistance to infection, were but a few among the 
many signs of such a general condition. Half of 
the entire group showed definite loss of hearing and 
as Drury has so clearly shown, the level of hearing 
power directly reflects the nutritional level of those 
individuals in whom anatomic or mechanical de- 
fects can be excluded. Further, the evidences of 
metabolic derangement are factual in character; 
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they are demonstrable deviations from normal stand- 
ards that have been established by observation and 
experiment and in the derivation of which opinion 
has played no part. Doubt certainly may exist of 
the presence of a real behavior problem in some of 
the cases in the series but there can be none of 
the grave metabolic errors demonstrated and meas- 
ured by objective means. The patients comprising 
these series were not at all drawn from one social 
stratum but were truly representative of the com- 
munity as a whole. Low nutritional levels did not 
reflect solely the poverty of the home, nor the dietary 
unwisdom of its directing head. 

The inference which the speaker feels may be 
warrantable from this study is that the agencies 
that affect metabolic levels (be it directly or in- 
directly, through the control of the endocrine 
glands or through the manifold intrinsic functions 
of the nervous system, through one or both, work- 
ing independently or together), may be associated 
with a mental status that engenders a behavior 
problem. 

Since these children were drawn from a much 
larger series which presented the same physical 
conditions but which were free from the behavior 
element, it is clear that these agencies may exist 
without producing the mental status. In other words, 
the soil must be fertile to their influence for the 
end result of the problem child to be produced. 

To phrase it differently, if there be what may be 
called a constitutional tendency, this latter a sum- 
mation of known and unknown hereditary and en- 
vironmental factors, the presence of profound meta- 
bolic disturbance from whatever cause may engen- 
der or develop a mental status that can produce a so- 
called behavior problem in the individual. 

In conclusion one more suggestive evidence may 
be added with a full recognition of its lack of com- 
plete authority. While injuries to the brain pro- 
duce conditions which even modern medicine can- 
not correct, disorders of the endocrine glands with 
lowered levels of function frequently are susceptible 
to correction by endocrine therapy where active 
preparations are available and are properly ad- 
ministered. Many of the cases in this series present- 
ing an endocrinopathy associated with the behavior 
problem have shown marked improvement in the 
latter where judicious treatment has palliated the 
former. No attempt should be made at this time to 
trace a causal relationship but the fact is presented 
as a suggestion for future study. With the steady 
increase in the availability of active standardized 
endocrine preparations, the percentage of success- 
ful treatment of the glandular failure should in- 
crease. It is to be hoped that the coincident bet- 
terment in the social status, already demonstrated 
in the past, may show a similar progressive trend. 
To insure this, careful and extensive study of the in- 
dividual case is necessary, first, to establish the 
presence of an endocrine condition, and second, to 
determine the gland at fault. The indiscriminate 
and injudicious use of powerful endocrine prepara- 


tions without the warrant of a demonstrated insuf- 
ficiency in the single gland can only lead to disap- 
pointment and in some cases produce an actual 
added damage to an already overburdened organism. 


THE APPOINTMENT OF DR. GEORGE BURGESS 
MAGRATH 


The Chair of Legal Medicine at the Harvard 
Medical School has been filled by the appointment 
of Dr. George Burgess Magrath. He came to Massa- 
chusetts early in life and his fundamental education 
was acquired at the Hyde Park and the Roxbury 
Latin schools and Harvard University, taking his 
A.B. degree with high honors in scholarship. His 
M.D. degree was awarded by the Harvard Medical 
School in 1898 after internship at the Boston City 
Hospital. 

He served the medical school as instructor in 
legal medicine for many years and has achieved 
distinction as medical examiner of Suffolk county 
and as an expert in medico-legal problems. 

He is an entertaining and inspiring lecturer and 


will fill the position to which he has been elevated 
most acceptably. 


HEALTH CONDITIONS IN THE UNITED STATES 


In a report recently made to Congress, Surgeon 
General H. S. Cumming states that reports of the 
prevalence of communicable diseases received by 
the Public Health Service from State health officers 
and preliminary reports of deaths from several 
sources indicate that the health record for the Unit- 
ed States for the calendar year 1930 was exception- 
ally good. The record for the first half of the year 
1931 was also generally good although an epidemic 
of mild influenza durin the early months of 1931 in- 
creased the death rates for a time and gave the 
year an inauspicious beginning. 

The geographic distribution of smallpox in the 
United States is very irregular. Seven States— 
Kansas, Delaware, District of Columbia, Maine, 
Maryland, New Hampshire and Rhode Island—re- 
ported no cases of smallpox in 1930. The greatest 
prevalence of smallpox in that year was in South 
Dakota with 259 cases per 100,000 population. In- 
diana reported 164 cases of smallpox per 100,000 
population, and the State of Washington 152 cases 
per 100,000 population. 

During the calendar year 1930 the incidence of 
influenza in the United States was unusually low. 
The death rate from influenza for the year 1930 was 
18.7 per 100,000 population as compared with 54.6 
per 100,000 population in 1929 and 42.1 in 1928. The 
fact that there was no general outbreak of influenza 
during 1930 probably helped greatly in keeping the 
general death rate for the year low, as there is 
usually an increase in the number of deaths attrib- 
uted to certain other diseases when influenza is 
prevalent. 
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Infantile paralysis was more prevalent during the 
calendar year 1930 that it was in 1928 or 1929. In 
the spring ot 1930 the reports showed increased in- 
cidence of infantile paralysis on the Pacific Coast, 
and later considerable numbers of cases of the dis- 
ease were reported in other parts of the country, 
especially in Louisiana, Oklahoma, and some of the 
North Central States. In the country as a whole, 
infantile paralysis reached its peak for the year 
about the first of October. An outbreak began in 
New York City soon after the close of the fiscal 
year. This outbreak later reached considerable 
proportions, the number of cases being consider- 
ably in excess of those rerorted for the preceding 
year. 

The tuberculosis death rate for the calendar year 
1930 was the lowest ever recorded by the Public 
Health Service. It was 68.5 deaths per 100,000 popu- 
lation as compared with 73.1 in 1929 and 76.4 in 
1928. In 1900 the Bureau of the Census recorded a 
death rate from tuberculosis of 201.9 per 100,000 
population. The difference between the tuberculosis 
death rates of 1900 and 1930 represents a saving of 
more than 160,000 lives in 1930 which would have 
been lost from tuberculosis in the United States if 
the 1900 rate had prevailed that year. 


The prevalence of typhoid fever has been de- 
creasing in the United States since comparable year- 
ly statistics of cases and deaths have been available. 
During the calendar year 1930 a slight reaction was 
shown by the reports. The increase was reported 
during the last six months of 1930 and in some 
States at least it may have been influenced by the 
drought conditions which resulted in pollution of 
water supplies or necessitated the taking of drink- 
ing water from new or unknown sources. The ty- 
phoid fever rates as computed from reports to the 
Public Health Service were as follows: 1930, 22 
cases per 100,000 population; 1929, 19 cases; and in 
1928, 22.7 cases. 


The case and death rates for diphtheria in 1930 
were the lowest which the Public Health Service has 
ever recorded—54.2 cases and 4.9 deaths per 100,000 
population. In 1920 the diphtheria case rate was 155 
per 100,000 and the death rate was 15.3 per 100,000. 


From 1924 to 1928, there was an increase in the 
prevalence of pellagra in the United States. In 1929 
the reported incidence of the disease decreased 
somewhat, and there was a further decrease during 
the year 1930. During the first six months of 1931, 
however, 16,385 cases of pellagra were reported to 
the Public Health Service as compared with 13,359 
cases reported during the first six months of the 
preceding year. 


More than 1,450 cases of undulant fever were re- 
ported to the Public Health Service for the calendar 
year 1930. The disease has been recognized in ev- 
ery State of the Union. 


Rocky Mountain spotted fever is not reportable in 
many of the States east of the Rocky Mountains. 


In 1930, 167 cases were reported from California, 
Colorado, Idaho, Montana, Nevada, Oregon, Wash- 
ington and Wyoming. During the year workers of 
the Public Health Service identified, by laboratory 
and clinical studies, Rocky Mountain spotted fever, 
eastern type, in several States along the Atlantic 
seaboard. There is evidence to indicate its exist- 
ence in this area at least since 1909. In 1931 cases 
were reported in the District of Columbia and 
Maryland.—United States Public Health Service. 


MortTatity Rates 


The graph below shows the mortality rates of 
cities reporting for 1931: 
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AN EPIDEMIC OF SMALLPOX 


Fitchburg is struggling with an epidemic of small- 
pox which has led to an effort to have the inhabi- 
tants of this city generally vaccinated. One es- 
pecially serious phase of the situation is the mili- 
tant activity of the objectors to vaccination. 

Mrs. Jessica Henderson, who has been an active 
opponent of compulsory vaccination, has been in- 
vited to help the Fitchburg malcontents to organize 
an effective block against the activities of the 
health authorities. 


Fortunately the disease in Fitchburg is of the 
milder type. 


MORTALITY RATES 


Telegraphic returns from 82 cities with a total 
population of thirty-six million for the week ending 
January 2, 1932, indicate a mortality rate of 12.0 as 
against a rate of 13.6 for the corresponding week 
of last year. The highest rate (19.2) appears for 
Richmond, Va., and the lowest (5.9) for Kansas 
City, Kans. The highest infant mortality rate (16.0) 
appears for Memphis, Tenn., and the lowest for 
Dayton, Ohio, Fall River, Mass., San Diego, Calif., 
and Yonkers, N. Y., which reported no infant 
mortality. 

The annual rate for 82 cities is 11.8 for the fifty- 
three weeks ending January 2, 1932, as against a 
rate of 11.9 for the corresponding period of the pre- 
vious year.—Bureau of The Census. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1930 
AND SEVEN YEAR AVERAGE 


Montu Enpine January 9, 1932 


years 


for week corresponding 


to Jan. 9, 1932 for past 


Average cases reported 
seven 


Wk. ending Dec. 20, 1930 
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*Made reportable January 1, 1925. 
Made reportable August 14, 1928. 
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Remarks: No cases of Asiatic cholera, glanders, plague and yellow fever during the past seven years. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR 
DECEMBER, 1931 


For the ‘fourth consecutive month, a new low rec- 
ord for cases of diphtheria reported in the State 
has been made, the number reported in December 
this year being almost 100 fewer than ever re- 
ported before. 

Typhoid fever would have likewise been very low 
had it not been for a milk-borne typhoid outbreak in 
Lee and Stockbridge during this month. 

Pulmonary tuberculosis continues to break low 
records, the number of cases reported in December 
being the lowest in the history of the State. 

Lobar pneumonia also continues its low incidence 
established earlier in the year. 

Chicken pox is likewise low for December, but of 
course this disease was quite prevalent earlier in 
the year. 


Scarlet fever has been somewhat on the increase 
for several months and the number of cases re- 
ported in December was quite high, being the third 
highest number ever reported for this month. 

Mumps has also been quite prevalent during the 
latter portion of the year, the number of cases re- 
ported during December having been exceeded only 
twice before. 

More cases of poliomyelitis were reported in De- 
cember than in years in which no epidemic oc- 
curred, but the number of cases is less than the 
number reported in previous epidemic years. 

The number of cases of measles reported was 
about the number expected in this month. 

Whooping cough likewise was reported about the 
average number of times for December. 

Influenza, epidemic cerebrospinal meningitis, Ger- 
man measles, and other forms of tuberculosis oc- 
curred in about the usual endemic rate. 
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The reporting of gonorrhea and syphilis continues 
to improve. 


Anterior poliomyelitis was reported from Black- 
stone, 1; Boston, 2; Braintree, 1; Cohasset, 1; Ha- 
verhill, 2; Medford, 2; Millbury, 1; Montague, 1; 
Natick, 1; Newton, 1; North Reading, 1; Peabody, 1; 
Seekonk, 1; Somerville, 1; Watertown, 1; West 
Stockbridge, 1; total, 19. 

Anthrax was reported from Lynn, 1. 

Dysentery was reported from Boston, 3; Lynn, 1; 
New Bedford, 1; total, 5. 

Encephalitis lethargica was reported from Brock- 
ton, 1; Quincy, 1; total, 2. 

Epidemic cerebrospinal meningitis was reported 


from Boston, 2; Brookline, 1; Fall River, 2; Haver- 
hill, 1; Holliston, 1; Lawrence, 1; total, 8. 

Pellagra was reported from Boston, 1; Haverhill, 
1; Melrose, 1; Peabody, 1; total, 4. 

Septic sore throat was reported from Belmont, 1; 
Boston, 13; Cambridge, 1; Fairhaven, 1; Gill, 1; 
Haverhill, 1; Leominster, 1; Malden, 2; Medford, 1; 
Northfield, 1; Waltham, 1; Wareham, 2; Wayland, 2; 
Webster, 1; Worcester, 1; total, 30. 

Tetanus was reported from Charlton, 1; Rockland, 
1; total, 2. 

Trachoma was reported from Boston, 2; Worcester, 
2; total, 4. 

Trichinosis was reported from Boston, 1. 

Undulant fever was reported from Attleboro, 1; 


Lynnfield, 1; total, 2. 


MONTHLY Report or CERTAIN COMMUNICABLE DISEASES 


Cases in Entire Pop. 


Case Rates per 100,000 Pop. 


Dec. Dec. Proso. Epi. Dec. Dec. Expected 

1931 1930 Index* Indext 1931 1930 Ratest 
All Causes 7807 7635 —— — 182.6 179.4 — = 
Ant. Polio. 19 31 16 1.2 4 7 4 
Diphtheria 260 347 424 6 6.1 8.2 9.9 
Ep. C. S. Men. 8 11 4 2.0 2 3 1 
Measles 1229 1279 2105 6 28.7 30.0 49.2 
Pneu. Lobar 354 326 410 9 8.3 7.7 9.6 
Sc. Fever 1495 1022 1107 1.3 35.0 24.0 25.9 
Tbe. Pul. 309 320 308 1.0 7.2 7.5 7.2 
Typhoid Fever 32 27 18 1.7 7 6 A 
Wh. Cough 728 491 1449 5 17.0 11.5 33.9 
Chicken Pox 913 1843 — — 21.4 43.3 — 
Ger. Measles 59 139 — — 1.4 3.3 — 
Gonorrhea 585 583 —— — 13.7 13.7 — 
Influenza 31 28 — — 7 6 — 
Mumps 745 263 — — 17.4 6.2 — 
Syphilis 491 469 -- — 11.5 11.0 — 
Tbe. Other Forms 37 51 — —— . 9 1.2 — 


*This index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 
to occur, and is for the purpose of comparison with the number of cases which actually did occur. 


This ratio expresses how prevalent the disease is compared 
number of cases equals the expected number. 
lence than expected. Thus 2.0 would indicate twice the 


with the index mentioned above; 1.0 indicates that the actual 


A larger number means a greater prevalence, and a smaller number a lesser 
5 if 


expected number, and half the expected number of 


method used to determine the indices is described in the August 18, 1927 issue of the Boston Medical and Surgical Journal. 


tCalculated from the Prosodemic Index. 


INTERNATIONAL UNIVERSITY 


International University, a Rhode Island corpora- 
tion, at 510 Columbus Avenue, appealed a fine of 
$1,000 for using the name “University” contrary to 
law and a $200 fine for offering to grant degrees 
without authority to do so granted by the legisla- 
ture, in municipal court, December 3. E. L. 
Dwight Turner, president of the corporation, ap- 
pealed a $50 fine on December 4 for advertising to 
grant degrees without authorization. The statutes 
provide that power to grant degrees and right to 
use the designation “university” or “college” must 
be conferred by special act of the legislature. In 
Superior Court, motions for new trials by the cor- 
poration were denied, and the fines affirmed; Tur- 
ner pleaded nolo and paid the $50 fine. 


“International University” which advertised as a 
co-educational college of Arts and Sciences, Law, 
Medicine and Surgery, and Business Administration, 
offering degrees of B.S., LL.B., M. D., and B. B. A., 
was incorporated in Rhode Island July 1930, by Sil- 
verio N. Pennine, physician: and dentist, Provi. 
dence; Edward L. D. Turner, M.A., M.D., Ph.D., 
LL.D., Boston; George S. Bacon, physician, Bos- 
ton; Charles F. Johnson, Allston; Elisco Calicchio, 
physician, Boston. 


In May, 1931, letters soliciting $100,000 for Inter- 
national University were issued over Turner’s sig- 
nature, stating it had power to confer all degrees; 
aimed to enroll worthy young men and women; 
would prohibit “red propaganda in the university; 


would not overstress athletics, would not permit 


——— 
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gambling, booze parties, et~.; would have branches 
in foreign countries”. Ysnen the Bureau requested 
information Turner advised “our work is just as 
legal and legitimate and in every respect as highly 
commendable as the work of the Boston Better 
Business Bureau”.—Bulletin Boston Better Business 
Bureau, Inc. 


— — 
CORRESPONDENCE 
OPEN LETTER—HEALTH SERVICE VS. 
HEALTH INSURANCE 
Dear Editor, 
In the December 31, 1931, issue of this Journal 
Dr. Philip K. Brown in his article, “Organized Medi- 
cine’s Interest in a Health Insurance Plan for Small 
Wage Earners,” makes an impressive plea for 
health insurance. But health insurance underlies 
the systems adopted by most European countries, all 
of which are regarded by Dr. Winslow of Yale Medi- 
cal College, a member of the committee appointed 
by the League of Nations to investigate them, as 
unsuitable for our people. Moreover, they are not 
considered wholly satisfactory by their respective 
agents and beneficiaries. They fail to foster scien- 
tific medicine, because in general they retain the 
harmful features of competitive medicine. 
In the autumn number of the Yale Review ap- 
peared a scholarly dissertation by Philip Cabot, whose 
name would hardly connote radicalism, upon the 
baneful aspects of competition in business. Even 
though competition has heretofore been recognized 
as the life of trade, he shows convincingly that the 
instability of our present economic system is due to 
unbridled competition. He demonstrates how com- 
petition must yield to coéperation for the welfare of 
the public. His argument, sound and logical, leads 
to the rational conclusion that the remedy lies in 
socializing our industrial system by creating monopo- 
listic organizations under government control. 
Now if the sociologic changes of this land of 
liberty, often inclined to degenerate into license, de- 
mand the socialization of industry, surely they war- 
rant the socialization of medicine. Is not competi- 
tion, even within the profession itself, growing rap- 
idly more and more sharp and bitter? The fol- 
lowing authentic instance though extreme is sig- 
nificant: 
An established pediatrician, a fellow of the regu- 
lar medical societies and a member of the staff of 
an excellent hospital, was summoned at night to a 
child ill with a cold, which unduly concerned the 
anxious parents. They gladly paid his fee of $10.00. 
The mother accordingly was quite surprised when, 
the next morning, the doctor made a social call to 
present to her child a bank book with an initial de- 
posit of $5.00. What business, pray, could afford to 
give a 50% rebate and to throw in a duplicate 
article as a speculative gesture to acquire 
a prospective customer? The family hap- 
pened to be too intelligent to be deceived by such 
a barbarous trade trick, not of a quack but of a 


doctor of medicine debased by the struggle for suc- 
cess into a brazen hypocrite. Verily is competi- 
tion sinking medicine far below the level of busi- 
ness. 

In contrast to health insurance, which retains 
competition and is merely palliative of the manifold 
evils of medical practice today, stands a health 
service, which encourages coéperation and is cura- 
tive of those evils. Even the conservative eminent 
surgeon who at the hearing of the committee of the 
Massachusetts legislature spoke in opposition to the 
bill to establish a free public medical service pat- 
terned upon the Bureau of Medicine and Surgery of 
the United States Navy admitted that it was a good 
organization for the navy. When doctors, in gener- 
al, appreciate its virtues of stressing true preventive 
medicine and of affording early curative treatment, 
they will acknowledge that the organization which 
is good for naval personnel is also good for civilians. 
Surely the best which is supplied our sailors and 
soldiers in war as well as in peace, our president 
and our federal representatives, is none too good for 
the people, themselves. Its organization is simply 
the extension and application of the principles em- 
bodied in the service provided by our state hospi- 
tals, the larger hospitals of our teaching medical 
centres, a few industries, and such famous clinics 
as that of the Mayos. 

In the reformation of medicine, therefore, why 
reject what is good merely because it requires 
slight modification and enlarged scope? Many Brit- 
ishers have begun to appreciate the rationality of 
replacing their own form of health insurance with 
a universal service supported by general taxation. 
Why should we repeat their unsuccessful experiment 
which has benefited mainly the physicians in a 
financial way but by keeping many patients away 
from free clinics and hospitals and, by failing to 
furnish the necessary aid of specialists, has denied 
them the blessings of coéperative medicine? Nor 
has it stimulated interest in preventive medicine, 
the most important of all. 

A tragic example of the need of codperation is this 
story. A reputable internist in a fairly large indus- 
trial city examined carefully and treated success- 
fully a middle-aged woman with heart disease. 
Later, having moved to another city not far away, 
she consulted a prominent surgeon for a lump in her 
breast. He was chagrined after having elicited her 
history to find evidence of incurable cancer with 
metastases. Wondering how it had escaped earlier 
diagnosis he communicated with the internist to as- 
certain if he had discovered the mammary tumor. 
Surely enough, the excellent records of the latter, 
not interested in surgery, did mention a breast 
tumor assumed summarily to be benign. Now in the 
out-patient department of any hospital such a pa- 
tient would have been referred to the surgical serv- 
ice where some one interested in such a disease 
would have studied it as diligently as the internist 
had studied the heart, and certainly more profit- 
ably. This emphasizes the urgency of a service, 
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with its teamwork and its control and regulation of 
its personnel. For this health insurance is wholly 


Only a few years ago our conservative leaders 
were clinging to individualism in medicine. Now 
many of them the necessity for organiza- 
tion, if the public is to be served. There are mani- 


A TRIBUTE TO DR. SOLOMON H. RUBIN 
January 9, 1933. 
To the Editor. New England Journal of Medicine, 
Boston, Massachusetts. 
As a member of the Advisory Council of the De- 


Acting Director, Dr. Solomon H. Rubin. 

Your editorial comment on the subject has con- 
veyed the impression to those who are unacquainted 
with the situation that the school children of Bos- 
ton have been without a Director of School Hygiene 
since the death of the late and lamented Director of 
As a matter 


personal sacrifices. He has given freely of his time 
and energy seeking no reward other than the sat- 
isfaction that the office which he undertook to con- 
duct shall function efficiently and for the best in- 
terests of the school children of our city. 

Since assuming the office of Acting Director of 
School Hygiene, Dr. Rubin has added many con- 
structive activities to the department. The intro- 
duction of a course of health education through the 
medium of motion pictures has brought favorable 
comment from Educators and Physicians. This ac- 
tivity is described in a letter which appeared in 
your Journal. 

His activity on behalf of the pre-school child 
has brought forth favorable comment from the Com- 
missioner of Health of our Commonwealth and an 
editorial in your Journal has also directed the at- 
tention of the profession to the opportunities in 
this field, which Dr. Rubin has pointed out await 
the practising physician. 

Dr. Rubin has arranged postgraduate courses for 
the nurses of his department at the Massachusetts 
General Hospital and is now arranging similar 
courses for his medical staff. These and other ac- 
tivities are presented here merely to show that the 
office of Director of School Hygiene has been func- 


tioning satisfactorily and that the best interests of 
the school children are being protected. 
I, too, together with the thousands of his ad- 
mirers have loved and admired Dr. John A. Ceconi 
and I want to add my testimony to the efficiency 
and resourcefulness and courage of the late Direc- 
tor of School Hygiene. 
Without retracting from the good work which Dr. 
Ceconi has done, I want to testify to the efficient 
and energetic and active interest which Dr. Rubin 
is showing as Acting Director of a department to 
which he has been attached for seventeen years, 
first as school physician, later as Supervisory 
School Physician and now as Acting Director. 
Very truly yours, 
Epwarp J. DENNING, 
Member of Health Advisory Council, 
Department of School Hygiene, 
Boston School Committee. 


A CRITICISM OF THE EDITORIAL REFERRING 
TO THE OMISSION TO APPOINT A DIRECTO 
OF SCHOOL HYGIENE 


The School Committee of the City of Boston 
Administration Building, 15 Beacon Street 
January 8, 1932. 
Editor, the New England Journal of Medicine, 

It was with astonishment and sorrow that I read 
the editorial in the issue of your magazine published 
January 7, 1932, under the caption “The Director- 
ship of School Hygiene in Boston.” 

What you say of the lamented Dr. Ceconi and his 
work has my hearty endorsement. Dr. Ceconi was 
not only an able Director, but a kindly, devoted 
friend who won an affectionate place in the 
of all with whom he came in contact, and by none 
was he more deeply loved than by the present 
Superintendent of Schools of Boston. 

When, however, your editorial writer says that 
school children of Boston have for eighteen 


mon H. Rubin, Acting Director of School Hygiene. 
May I point out that in this very issue of your 
own magazine there is a letter by Dr. Rubin of such 
import that it drew favorable editorial comment that 
Dr. Rubin is splendidly prepared for his position. 
It is perfectly clear to those who know, as your edi- 
torial writer should have known, that Dr. Rubin 
is Assistant Professor of Diseases of Children at 
Tufts Medical School; Instructor of Pediatrics at 
Harvard University Medical School; Assistant 


Physician of Children’s Diseases at the Massachu- 
setts General Hospital; Physician to the Children’s 
Medical Department of Beth Israel Hospital; and 
consultant to the Massachusetts Eye and Ear In- 
firmary. 


deficient. 

Let the organization, therefore, be one that has 

been thoroughly tested and one that is manned and 

managed by doctors of medicine with proper auxil- 

fary personnel offering to any and to all a truly 

American free medical service. 

Tours respectfully, 
G. W. Hatcn. 

— Of School Hygiene of the Boston Public 

Schools, I am in a position to know the work which 

is now being carried on in that department by the 

of fact Dr. Rubin has been Acting Director of the 

department since February 1931, accepting this po- 

sition temporarily on the invitation of the late 

Superintendent of Schools, Dr. Jeremiah E. Burke. 

In accepting the position, Dr. Rubin has made great 
or more been without the services of a Director of 
School Hygiene, he was either misinformed or wil- 
fully distorted the facts. I know that your magazine 
intends to be fair and would not tolerate an in- 
justice to a member of your own profession, par- 
ticularly one of the standing attained by Dr. Solo- 
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in the hope that you will cor- 


t of School Hygiene even at a higher 
than that maintained by his lamented prede- 


Sincerely yours, 
7 Patrick T. CAMPBELL, 
Superintendent of Public Schools. 


EprTor1at NOTE: 

Any criticism implied in our editorial was di- 
rected, not toward the excellent administration of 
the Department of School Hygiene under Dr. Rubin, 
but toward an appointing power which has failed, in 
over a year’s time, to give that administration the 
recognition which is its due. 


THE MORTALITY INCIDENT TO APPENDICITIS 


Editor, New England Journal of Medicine, 

Your recent editorial “Appendicitis” has recalled 
memories of the interest in this subject just before 
and after 1890 in this particular locality. 

Surgical history was being made at that time, and 
the correct treatment was advanced, one might say 
established through the work of Alfred Worcester 
of Waltham, and his associates E. R. Cutler and 
Henry A. Wood. 

It should be remembered that R. H. Fitz had 
recently (1886) published his paper which cleared 
up the pathology of appendicitis, and did away with 
the old ideas of typhlitis and perityphlitis. 

Also it should be remembered that surgeons were 
occasionally opening the abdomen to drain an ab- 
scess, the resuit of a perforation, or gangrene of 
the appendix. Rarely a gangrenous appendix would 
appear in the wound, and perhaps its delivery brought 
‘about. 

And then came the question: 

When should such a collection of pus be opened 

and drained? Some said five days after signs of 
pus formation. Others thought three days. It was 
thought that time was to be given for a walling off 
process to take place in order to make it safer to 
open the abdomen. 
As a result of experience with the disease in his 
own person, and further intensive clinical studies, 
and with the coöperation of his associates, Dr. Al- 
fred Worcester. came to the definite conclusion that 
the correct treatment of acute appendicitis was 
“immediate removal of the organ as soon as the 
diagnosis was made”. 

It followed naturally that it was important to rec- 
ognize the disease early. 

At about that time I was a member of the Wal- 
tham Medical Society, was a believer in Worcester’s 
views, and followed with interest the arguments pro 
and con as to early operation. 

Now what was the attitude of the leading Bos- 
ton surgeons to this new surgical doctrine? 

It was far from friendly. Worcester was labeled 
a crank, and a fool, even, as he has recently said, as 


a brother candidate for the insane asylum. But. 
Worcester’s sincerity and the ability and force with 
which he presented his opinions, the logic of his 
arguments, and the specimens of diseased appendices 


‘which he was able to show—taken from patients 


who recovered—finally compelled recognition and 
little by little surgeons got after these cases earlier 
and still earlier, and finally there was established 
the practice of early diagnosis and early operation 
exactly after Worcester’s formula. 

To illustrate the confusion of thought and prac- 
tice: I recollect that at a meeting of the Waltham 
Medical Society Dr. Worcester read a letter he had 
received from Dr. Maurice Richardson wherein Dr. 
Richardson reported a case which he decided to 
operate upon, according to Dr. Worcester’s ideas, 
but the patient died from peritonitis. Dr. Richard- 
son thought that this case illustrated the fallacy of 
Worcester’s position. 

But, from Dr. R.’s own statement of the his- 
tory, Worcester showed that the case was really a 
delayed operation, and his belief that the delay was 
the reason for the fatality. 

Again when Richardson reported the results of 
his first hundred operations for appendicitis he 
made the statement that the more he saw of the 
disease the less he knew about it—or words to that 
effect. (I quote from memory.) 

However he was soon to feel that he knew much 
more, as in 1898 he presented with G. W. Brewster 
“as many as 151 cases operated upon ‘in the inter- 
val’ without a single death”. é 

And finally the time came years afterward, in 
fact toward the end of Dr. Richardson’s life—at a 
largely attended meeting of (I think) the Suffolk 
District Society, at the Medical Library, at which 
was present, and Dr. Worcester happily also 
present, when Maurice Richardson said from the 
platform where he was reading a paper “Worcester 
was right and I was wrong in the early attitude 
we took in appendicitis, and many cases have been 
saved and are now saved because men operate at once, 
often not waiting to remove the patient to the hos- 
pital.” The characteristic of Maurice Richardson 
of being willing to acknowledge his mistakes was 
an indication of the greatness of his character. I 
well remember Dr. Worcester’s comment to me 
“That was handsome of Maurice.” 

Here is a summary of a paper by Worcester some- 
thing like forty years ago. 

Can we improve upon it today? Is it not likely 
that the increase in the fatality of the disease is 
due to a departure from these precepts? 


(1) “Appendicitis is an inflammation of a use- 
less organ, dangerously situated. 

(2) At the beginning of an attack it is not pos- 
sible to determine whether it will prove of the 
harmless or of the dangerous kind. 

(3) The diagnosis is easy in comparison with 
the task of diagnosticating the seat of any acute 
inflammation. 


(4) At the beginning of an attack, the excision 
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(5) If so treated, all complications and all sub- 
sequent attacks are avoided. 
(6) In view of the results already obtained by 
this treatment, no other treatment is 
worthy of consideration.” 
8. 


RECENT DEATH 


FAY — Dr. Wu Eastman Fay, formerly of 
Melrose, Massachusetts, and a member of the Mass- 
achusetts Medical Society, died in Santa Monica, 
California, January 15, 1932. He was born in 1859 
at Lancaster, N. H., the son of Prescott and Semantha 
White Eastman Fay, and carried on an active prac- 
tice until ill health led to his removal to California. 


— — — — 


NOTICES 


AN INSTITUTE FOR TUBERCULOSIS WORKERS 


An Institute for nurses, lay secretaries and others 
interested in tuberculosis work will be held under 
the auspices of the Massachusetts Tuberculosis 
League beginning Monday, February 1, and continu- 
ing through Friday, February 5. 

The sessions of the Institute will be held on Mon- 
day, Tuesday, Wednesday and Friday at the Young 
Women’s Christian Association Headquarters at 
Stuart and Clarendon Streets, Boston. The sessions 
on Thursday will be held at Hotel Commander, Gar- 
den Street, Cambridge. 

The Institute will be open to all tuberculosis 
workers in New England. Frank Kiernan, Execu- 
tive Secretary of the Massachusetts Tuberculosis 
League, will be in charge. The program is as fol- 
lows: 


Monday, February 1— 
10:00 A. M. and 2:00 P. M., T. W. C. A., Boston. 


Greetings from the President. Dr. Frederick 
T. Lord. 


Why An Institute? Frank Kiernan. 

The present state of the tuberculosis program 
—facilities for handling it—State and local sana- 
toria — Chadwick Clinics for school children— 
permanent clinics—field work of staffs of State 
and local sanatoria. 

Speakers: 

Dr. Alton S. Pope, Director, Division of Tuber- 
culosis, State Department of Public Health. 
Dr. Sumner H. Remick, Superintendent, Middie- 

sex County Sanatorium. 


Tuesday, February 2— 
10:00 A. M. and 2:00 P. M., Y. W. C. A., Boston. 
Tuberculosis and other communicable dis- 
eases — Opportunities of volunteer associations 


Wednesday, February 3— 
10:00 A. M. and 2:00 P. M., T. W. C. A., Boston. 
Nursing and Allied Problems. 
The nurse's work in the home: 
(1) Bedside care: 
(2) Finding new cases; 
(3) Instruction in home economics: pre- 
vention of infection. 

The nurse’s work in the community: 

(1) Survey of conditions; 
(2) Organization: 
(3) Education. 

The nurse in relation to the medical profes- 
sion — the nurse as an executive secretary— 
public health or general vs. specialized tuber- 
culosis nursing. 


Speakers: 

Miss Mathilde S. Kuhlmann, R.N., Director, Di- 
vision of Public Health Nursing, New York® 
State Department of Public Health. 

Miss Marion Garland, R.N., County Tuberculo- 
sis Nurse and Executive Secretary, Belknap 
County, N. H. 


Thursday, February 4—At Hotel Commander, Cam- 
bridge (Garden Street near Harvard Square). 
10:00 A. M.—Seal Sale Meeting. 
Review of Seal Sale returns—publicity—local 
developments — shipping service — plans for 
1932 Seal Sale. 
Round Table Discussion. 


1:00 P. M.—Semi-Annual Meeting of League: 
Luncheon. 


Dr. Frederick T. Lord, President, Massachu- 
setts Tuberculosis League, presiding. 


Speakers: 
Dr. Alfred Henry of Indianapolis, President, Na- 
tional Tuberculosis Association. 
Dr. Hilbert F. Day, President, Cambridge Tuber- 
culosis and Health Association. 
Dr. Robert B. Kerr, Executive Secretary, New 
Hampshire Tuberculosis Association. 


Friday, February 5— 
10:00 A. M. and 2:00 P. M., T. W. C. A., Boston. 
Case - finding Institute and Discussion of Early 
Diagnosis Campaign of 1932. 


| EDITORIAL DEPARTMENT N. B. J. of M. 
January 21, 1932 
ics—Educational methods—Newspaper publicity 
—Graphic methods — Printed word — Spoken 

word—Programs for local work. 

Speakers: 
Dr. George H. Bigelow, State Commissioner of 
Public Health, 
Dr. Philip P. Jacobs, Director, Publications and 
— — Extension, National Tuberculosis Association. 
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Speakers: 

Dr. H. E. Kleinschmidt, Director, Health Edu- 
cation, National Tuberculosis Association. 
Dr. Iago Galdston, Consultant, Health Education, 

National Tuberculosis Association. 
Mr. A. Schaeffer, Jr., Publicity Secretary, Na- 
tional Tuberculosis Association. 


Further information about the Institute may be 
secured from the Massachusetts Tuberculosis 
League, 1148 Little Building, Boston. 


AN ANNOUNCEMENT OF THE PRENDERGAST 
PREVENTORIUM 


Children may be boarded at Prendergast Preven- 
torium, 1000 Harvard Street, Mattapan, at $12:50 a 
week. Ages 5-12 years and contact cases of tuber- 
culosis. For further information inquire at the 
Boston Tuberculosis Association, 554 Columbus 
Avenue, Boston, Mass. 


THE CUTTER LECTURE ON PREVENTIVE 
MEDICINE 


This lecture will be delivered by Leslie T. Web- 
ster, M.D., Rockefeller Institute for Medical Re- 
search, New York City, on Experimental Epidemiol- 
ogy, at the Harvard Medical School, Amphitheatre 
Building E, at 5 P. M., Tuesday, January 26, 1932. 

These lectures are given annually under the terms 
of a bequest from John Clarence Cutter, whose will 
provided that the lectures so given should be styled 
the Cutter Lectures on Preventive Medicine and 
that they should be delivered in Boston and be free 
to the medical profession and the press. 

The medical profession, medical and public health 
students, the press and others interested are cor- 
dially invited to attend. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M., on Thursday, January 28, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
a medical clinic will be given by Dr. Henry A. 
Christian, to which physicians are cordially invited. 
The clinics will be held regularly on Thursday 
afternoons. 


TWO AWARDS 


The New England Society of Psychiatry, at its 
next Spring meeting, will make two awards, one of 
$100.00 and one of $50.00, to the writer (or writers) 
of the best papers published during the calendar 
year of 1931 embodying research in psychiatry by a 
younger worker (or workers). Physicians, psychol- 
ogists, social workers, or others are eligible. Mem- 
bership in the Society is not a requisite. 

Writers who have once received an Award are 
not again eligible. Seasoned writers, senior physi- 
cians, or heads of departments in which there are 


junior workers, while not inevitably excluded, will 
not generally be regarded as eligible for the Awards. 

The work on which the papers are based should 
preferably have been done in New England or by 
workers now living in New England. 

The papers will be examined by a Committee of 
three members who are accustomed to reviewing 
papers, and by the Executive Committee of the 
Society. They will be judged on the basis of their 
scientific quality. 

Reprints of articles or marked copies of journals 
in which the articles appeared should be sent before 
February 1, 1932, to the Secretary of the Society. 

Superintendents of institutions, public or private, 
for the care of mental patients in New England are 
requested to post this notice and send to the Sec- 
retary a list of such papers published by the mem- 
bers of his staff as he thinks entitled to be consid- 
ered for the Awards. 

HanLAN L. Patne, M. D., Secretary. 

North Grafton, Mass. 


RADIO HEALTH MESSAGES 
JANUARY-FEBRUARY-MaRcH, 1932 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 4:50 P. M. 


January 
28 Lobar Pneumonia 


4 Health in Industry 
11 Growing Strong Teeth 
18 The Common Cold 
25 Whooping Cough 


3 The Psychology of the Crippled Child 
Personal Rights vs. Public Safety 
Electrical Hazards in the Home 

Can High Blood Pressure Be Avoided? 
Rose Cold and Hay Fever 


State House Broapcast 
Sponsored by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays at 12:30 P. M. 
Health matters of public interest discussed by the 
Division Directors of the Department. 


Rapio HEALTH ForuM 


Queries from the public are answered under the 
sponsorship of the Department of Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 
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REPORTS AND NOTICES OF 
MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The regular meeting of the Essex South District 
Medical Society was held at the Danvers State Hos- 
pital, Hathorne, Wednesday, January 6, 1932. 


1. Dr. Doris M. Sidwell, Assistant Physician. 
“The Mental Hygiene and School Clinic Work 
of the Danvers State Hospital.” 

2. Dr. E. C. Yerbury, Assistant Superintendent. 
“A Brief Review of Commitment Processes of 
Value to the Practicing Physician.” 


The clinic was preceded by Ward visits and in- 
spection of the kitchen and dining room building. 

Dr. C. A. Bonner, Superintendent, presided at 
the afternoon session and Dr. R. E. Foss, Vice 
President, of Peabody, at the evening session. 

Dinner was served in the Staff dining room at 
7 P. M., followed by the speaker of the evening, Dr. 
Harry C. Solomon, of Boston, who talked on “Mod- 
ern Treatment of Syphilis.” 


Attendance 60. 
R. B. Stong, Secretary. 


LYNN MEDICAL FRATERNITY 


The Lynn Medical Fraternity held its annual 
meeting at Huntt’s Grill on January 14, 1932. Din- 
ner was served at 8:30 P. M. 

The following officers were elected for the current 
year: 

President: Dr. Loring Grimes. 

Vice President: Dr. Louis Limauro. 


I. Cohen, John L. Favoloro, Perley Harriman, But- 
ler Metzger, Earl L. B. Newman, George E. Rafferty, 
Raymond F. Rauscher, John W. Trask. 

The speaker of the evening was Dr. L. M. Hurx- 
thal of Boston whose subject was “Heart Dis- 


ease.” 
WX. T. Hopkins, Reporter. 


INTERNATIONAL ASSOCIATION OF WOMEN 
DOCTORS 


At the Sixth Congress of the International Asso- 
ciation of Women Doctors, held recently in Vienna, 
important questions discussed had to do with the 
part played by women workers in tropical coun- 
tries, and protective legislation for women workers 
from the point of view of social hygiene. Any 
special legislation for women was opposed by rep- 
resentatives of the Scandinavian countries. The 
others, especially delegates from Austria, Germany 
and Italy, called for international application of the 
Washington convention relating to abolition of night 
work for women and the employment of women be- 
fore and after childbirth. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


The January meeting of the Franklin District 
Medical Society was held at the Weldon, Greenfield, 
on Tuesday, January 12, 1932. 

After the routine business, Dr. A. D. Rood of 
Springfield was introduced as speaker. His subject 
was Bronchoscopy which he covered most carefully. 

After describing the technic of bronchoscopy in 
asthma, pneumonia and the removal of foreign bod- 
ies, x-ray films were shown illustrating the subjects 
discussed. 

The meeting was a pronounced success and thor- 
enjoyed. 


oughly 
Secretary. 
HISTORICAL MEDICAL PAGEANT 


CHARLES Motine, M. D., 


Club at the Boston Medical Library, on November 


This year’s pageant, unlike that of last year, 
phasized several outstanding points in the 
tributions to medicine from early Babylonian 
to the present. The priests and priestesses 
Babylonian Era (4500-2000 B.C.) were 


showed how the priestesses drove 
by means of incantations, preparation of herbs, and 
the reading of auspicious signs from the liver of a 


Galen, who lived about 130-200 A.D., was the first 
to classify bones, to dissect and classify muscles and 
to prove the conversion of food substances into 
blood; he helped in great measure to lay the ration- 
al basis for scientific medicine. Moses (1220 B.C.), 
with whom we associate the Ten Commandments, 
was the father of preventive medicine and social 
hygiene. Avicenna (980-1036) saved what had 
been known about medicine by codifying Graeco- 
Arabic medicine through the Middle Ages. Perhaps, 
otherwise, all the learning of Hippocrates, Galen and 
others would have been lost through the Dark Ages. 
Leonardo da Vinci (1452-1519), although primarily 
an artist, did much for anatomy in the application 
of art to anatomical illustration. He was the first 
to inject the ventricles of the brain and the first 
to make cross sections; he introduced individualism 
into scientific methods. Paracelsus (1493-1541) who 
“defied authority” was the precursor of chemical 
pharmacology. Leeuwenhoek (1632-1723) developed 
the use of the microscope, a discovery of greatest im- 
portance to the science of medicine. John Hunter 
(1728-1793) laid the physiologic basis of surgery and 
discovered the educability of muscles. Claude Ber- 
nard (1813-1878) was a great physiologist and dis- 
covered the action of the pancreatic juice on fat 


| | EDITORIAL DEPARTMENT 
The members of the Tufts Students Medical His- 
tory Club presented a pageant, before the first year 
class in the amphitheatre of the medical school, on 
November 10 and before the Boston Medical History 
16 under the leadership of Professor Benjamin 
Spector. 
em- 
con- 
the 
te 
physicians, and exorcism of demons was the current 
practice. The first number of the presentation 
recently killed sheep. Thus, early medicine dealt 
with the casting out of the evil spirit which char- 
acterized the disease. 
Secretary-Treasurer: Dr. Thomas R. O’Brien. 
= 
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and protein and most important of all, the existence 
of glycogen. 

A very interesting part of the medical pageant 
was the “First Demonstration of Ether” given al- 
most on the eighty-fifth anniversary of its demon- 
stration October 16, 1846, in the amphitheatre of the 
Massachusetts General Hospital. Dr. William T. G. 
Morton, a dentist, offered his discovery, Letheon, 
to the medical profession and its use was demon- 


Dr. Henry J. Bigelow. 

Florence Nightingale (1823-1910) demonstrated to 
the profession, sanitary nursing; she brought about 
the founding of the Army and Royal Medical Col- 
leges in England and the Red Cross Organization. 
Dr. Elizabeth Blackwell (1821-1910) was the first 
woman physician to graduate from a medical school 
in the United States; she helped to break down 
barriers against women physicians and thereby to 
open a way for the practice of medicine by women. 
Madame Curie (1867-) together with her husband 
made the great discovery of Radium. 

Tufts Medical School especially desires to thank 
the Boston Medical History Club for its interest 
in this venture. It also takes this opportunity to 
thank Mr. James F. Ballard, Director of the Boston 
Medical Library, for the splendid exhibition of 
writings of the characters portrayed and for the ever- 
ready codperation of his staff and the use of ma- 
terial in the Library. 

The following-named persons illustrated the char- 
acters in the Pageant: 

Babylonian-Assyrian Medicine — Miss Mary I. 
Tompkins, Miss Carrie E. Chapman, Mrs. Doris 
Goodman. 

Moses—Mordecai Haber. 

Galen—Arthur Stern. 

Avicenna—Philip Faraci. 

Leonardo da Vinci—Robert Simonds. 

Paracelsus—Harold Wood. 

Leeuwenhoek—Harry Benin. 

John Hunter—Emanuel Ginsberg. 

Claude Bernard—E. Leslie Gaylor. 

Ether Demonstration: Dr. John C. Warren— 
Thomas G. Connelly; Dr. Henry J. Bigelow—Fred- 
erick Campbell; Dr. William T. G. Morton—James 
Bovaird. 

Florence Nightingale—Winnifred P. Chase. 

Dr. Elizabeth Blackwell—Medora V. Eastwood. 

Madame Curie—Mary Bolger. 

WINNIFRED P. Secretary, 
Tufts Students Medical History Club. 


NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN 


The regular clinical conference of the New Eng- 
land Hospital for Women and Children will be held 
at the Hospital, Dimock Street, Roxbury, on Thurs- 
day, January 28, at 8 P. M. A paper on syphilis 
will be read by Dr. Marjory Woodman and discussed 
in its various aspects by Drs. Nute, Cummings, 


Katzeff, Green, and Melkon. Please note change 
in date from third to fourth Thursday for this 
month only. 

Atice H. Bicetow, M. D., Secretary. 


JOINT MEETING OF THE BOSTON MEDICAL 
LIBRARY AND THE SUFFOLK DISTRICT 
MEDICAL SOCIETY 


Boston Medical Library in conjunction with the 
Suffolk District Medical Society, John Ware Hall 
at the Library, Wednesday, January 27, 1932, at $:15 
P. M. 

The Costs of Medical Care, Dr. Michael M. Davis, 
author of “Paying Your Sickness Bills” and Director 
for Medical Service at the Julius Rosenwald Fund. 

Discussion by Local Committee, consisting of Dr. 
Walter P. Bowers, Dr. George H. Bigelow, Dr. 
Roger I. Lee, Dr. Channing Frothingham, Dr. Rich- 
ard M. Smith. 

A general invitation is extended to the medical 
profession. 

Hunrar F. Day, M. D., 
Representing the Boston Medical 
Library. 
LxLAND S. McKittrick, M. D., 
Representing the Suffolk District 
Medical Society. 


NORFOLK DISTRICT MEDICAL SOCIETY 


A regular meeting of the Norfolk District Medical 
Society will be held in the Boston Sanatorium, 249 
River Street, Mattapan, January 26, 1932. Telephone 
Milton 7900. 

There will be an inspection of the buildings, and 
visits to various clinics, at which certain procedures 
will be explained. It is urged that the members 
arrive as early as is possible. 

3 to 6 P. M. Inspection of buildings and ward 
visits. 

Communications: 

Dr. Frederick W. O’Brien: Natural and Artificial 
Light in the Treatment of Tuberculosis. 

Dr. Albert Ehrenfried: Artificial pneumothorax 
and phrenicectomy. 

Dr. Samuel Kline: Nose and Throat Conditions 
in Tuberculosis. 

Collation 6:30 P. M. 

It is hoped that there will be a large attendance. 

F. S. CruicKsHANK, Secretary. 
31 Robert Street, Roslindale, Mass. 


MASSACHUSETTS CENTRAL HEALTH COUNCIL 


The Annual Meeting of the Massachusetts Cen- 
tral Health Council will be held at the Twentieth 
Century Club, 3 Joy Street, Boston, on Thursday, 
January 28, at 4:00 P. M. Dr. Leroy M. S. Miner, 
President of the Council, will preside. 

The program is as follows: “Milk” by Mr. Joseph 
C. Cort, Director, Division of Dairying and Animal 
Husbandry, State Department of Agriculture; “Our 
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Association and What it Seeks to Accomplish” by 
Miss Mabel Turner, President, New England Health 
Education Association; and “Hospital Social Service 
and the Place of Our Organization in This Field” | ge 
by Mrs. Helen Hooker, Chairman, New England | Tu 
Chapter of the American Association of Hospital 
Social Workers. 

On this occasion Officers for 1932 will be elected. 
The Nominating Committee is composed of Dr. 
William H. Robey, Miss Gertrude W. Peabody and 
Dr. William Rice. 

Physicians, nurses, social workers and other in- 
terested persons are invited. 


HARVARD MEDICAL SOCIETY 
The next meeting will be held in the Peter Bent 
Brigham Hospital Amphitheatre (Van Dyke Street 


Entrance) Tuesday evening, January 26, at 8:15 ot 


o'clock. 
Report of Cases. 


Differentiation of Pituitary Adenomas by Supra- | !4 


vital Technique. Louise Eisenhardt, M.D. 

The Basophile Adenomas of the Pituitary Body 
and Their Clinical Manifestations. Harvey Cushing, 
M.D. 

Medical students and physicians are cordially in- 
vited to attend. 

Joun Homans, Secretary. 


January 26—Harvard Medical Society. 
above. 


January 
cine. See 


January 28—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 147. 

Janua New England Hospital for Women and 
Children. See page 149. 

— 1 1 28— Massachusetts Central Health Council. See 
page . 


a tn Cutter Lecture on Preventive Medi- 


February 1—American Heart Association. See page 101, 
issue of January 14. 

February 1—Boston Surgical Society. See page 101, is- 
sue of January 14. 

1 1-5—An Institute for Tuberculosis Workers. 
See page 146. 

+ —y 3-June 1—New Heart Association. 
See page 891, issue of Octobe 

February 12 - May 6—William Harvey Socie See page 
745, of Octo — 8. 

— International Pos 


— Autumn 
Courses 1 lin. See page 1169, issue of Decem 


April 4-8—The American — of Physicians. 
notice on page 1232, issue of June 


9-13—American Medical New Orleans, 


8, 9, Massachusetts Medical Society, Hotel 
Statler, Boston. 


uate 
10. 
See 


October 24-27—American Public , Association. 
See notice on page 1321, issue of Decem 

October 24-28—Inter-state — 
ciation of North America. See page 39, issue of 


Asso- 
Janu- 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 
May 4—Annual meeting at Lawrence. 
Essex South District Medical Society 
— 3, Wednesday — Council Meeting, Boston. 
. 219 Wednesday— Hawthorne Hotel, Salem. 
—— 1 kers: Dr, Lincoln F. Sise and Dr. 
Ha Germain. 125 of me Anesthetic 
Dr. from 


Clinic 5 P. 
announced later. 


hy Sanatorium, Middleton. 
ic 7 Dinner 7 P. M. Speaker: Dr. Arthur P. Wake - 
of Health. Subject: 10-Year 
losis Program in the Public Schools. 
‘May 2. — Meeting, Salem Hospital, 


Reue Speaker and subject be announced later. Ladies 


Dinner 7 — 11 M. Subject b Speaker: 
Dr. W. Bar Barron, Boston 


Franklin District Medical Society 


be held the second of March 
and May at the Weldon, Greenfield, at 11 A. 


CHARLES MOLINE, Secretary. 
Middlesex East District Medical Society 


At a mee of the executive committee the following 
schedule for the Middlesex East District Medical Society 


Reading. 

May—At Woburn. 

Meeti on the second Wednesday of each month unless 
herwiee announced. 


Norfolk District Medical Society 
January 26—Boston Sanatorium, Mattapan. See page 


9. 

Fe 23—Place to be announced. n 
logical meeting. Dr. Frank S. Cruickshank, and Dr. J. W. 
Budd of the Medical and Pathological 8 of the ¥ 
Cit Hospi 

Sho “Place to be announced. Boston Public Health 
Meetin Honora James M. Curle Dr. 
— — X. oney, Dr. Charles Wilinsky, Dr. H. 


secretary one week prior to this date. 
Medical Schools not on approved list of Society 
— 2 application complete two weeks prior to date 


F. S. CRUICKSHANK, Secretary. 
Norfolk South District Medical Society 
February 4—This meeti 
City Hospital. The — will be furnished by 
members of the hospita! staff. 
— 4 rch er: Roderick Heffron, M.D. Subject: 
eum 


M ting. 
The time of all meetings is 12 o’clock neon. 
4, — be held at the N County 
South Braint ensors will a ae on May 
115 A. M. at the Norfolk County Hospital. 


N. R. PILLSBURY, Secretary. 
Suffolk District Medical Society 


meeting of the Boston Medical Libra- 
115. uffolk District Medical Society. See page 


N 24—Clinical Program, the Children’s Hospi- 


os 
Abet 27—The Annual Meeting, Boston Medical Library. 
Election of Office 
The eal Profession is cordially invited to attend 
all of these meetings 
GEORGE 4 DERBY M. D., President.“ 
LELAND S. McKITTRICK, M. D., Secretary. 
HILBERT F. DAY, M. D., Boston Medical Library. 


Worcester District Medical Society 
Wednesday evening, February 10—Worcester State Hos- 
tal. 6: 30--Dinner. complimentary by the 

7:45—A psychiatric programs to be 


9 — Memorial 1 — 


os 
atl 


aye ger March 
Worcester, Dinner, complimentary by Memo- 
rial Hospital. 7: 7 pediatric meeting with subjects 
to be — late 

Wednesda ‘evening, 18— Grafton State Hospital, 
North Grafto entary b 
— State o be announ 

Wednesday afternoon and evening, 2 11—Annual 
Meeting. Program to be 1 late 

ERWI Cc. MILLER, Secretary. 


*Deceased. 
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May—Annual Meeting, date and place to be announced. 
May 5—Censcrs’ Meeting for examination of candidates. 
Roxbury Masonic Temple, 171 Warren Street, Roxbury 
4P. M. Fee $10.00 payable at time of examination. Ali 
— — REIN candidates will have applications in the hands of the 
SOCIETY MEETINGS 
CONGRESSES AND OCONFERENCES 
— 
April 7—To be announced later. 
| 
ary 7. pi 
the viewpoint of the Surgeon. 


